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De Schweinitz, G. E.: Thrombosis of the Cavernous 
Sinus. Allantic M. J., 1924, xxvii, 551. 

Smith, S. MacC.: The Etiology and Diagnosis of 
Lateral Sinus Thrombosis. Aélantic M.J., 1924, 
XXVH, 

Day, E. W? ‘The Treatment of Lateral and Cavern- 
ous Sinus Thrombosis. Aillantic M. J., 1924, 
XXxvii, 560. 

De SCHWEINITz: The cavernous sinus is a paired 
sinus which passes along the sides of the body of the 
sphenoid bone from the sphenoidal fissure in front 
to the apex of the petrous portion of the temporal 
bone behind. It is about 2 cm. in length and comes 
in close relationship to the internal carotid artery, 
the third and fourth cranial nerves, and the first 
division of the fifth and sixth cranial nerves. 

Cavernous thrombosis is a comparatively rare 
condition. It is usually secondary to injury of the 
skull (traumatic type) or is due to infections originat- 
ing in the ears, face, orbit, nose and accessory nasal 
sinuses, mouth, pharynx, neck, or scalp. It may be 
septic or aseptic, unilateral or bilateral. The primary 
infection, which is most commonly around the ear, 
may be a very insignificant focus, such as a small 
pimple. 

The symptoms are those of a septicemia plus 
various ocular manifestations due to venous stasis 
and involvement of the ocular nerves. Increasing 
exophthalmos with oedema of the eyelids, the root of 
the nose, and the conjunctiva is an important sign. 
Ptosis, strabismus, diplopia, and dilatation of the 
pupils may be present. The retinal veins are dis- 
tended and tortuous. 

The diagnosis is made from a septic temperature 
with cerebral symptoms, exophthalmos, increasing 
facial edema, anesthesia of the cornea, and impair- 
ment of the motor nerves of the eye. 

The condition must be differentiated from orbital 
cellulitis. erysipelas of the lids, and thrombophlebitis 
of the orbital veins. 
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Situ: As the plate of bone separating the lateral 
sinus and the interior of the skull from the middle 
ear and mastoid is thin, a large percentage of intra- 
cranial lesions are secondary to ear disease. Because 
of the extensive intercommunications of the venous 
circulation of the brain, infection of one sinus can 
be readily conveyed to another. 

A clot or thrombus produces marked symptoms 
only when it breaks down and forms pus. 

An early diagnosis is often impossible, especially in 
atypical cases. Given a case presenting rigors, a 
temperature which oscillates at regular intervals, 
localized pain and tenderness over the mastoid and 
emissary vein, and marked asthenia with a clear 
mentality and a positive blood culture, the diagnosis 
of lateral sinus thrombosis is complete. A history of 
previous or present aural disease is very important. 

Exploratory puncture of the sinus cannot be en- 
tirely relied upon for diagnosis since in cases of 
partial obstruction it may be misleading. X-ray 
findings are of no value, and lumbar puncture will 
help only in differentiating between meningitis and 
sinus thrombosis. Mental clearness is characteristic 
of cases of uncomplicated sinus thrombosis. 

Day: The treatment of sinus thrombosis is usually 
surgical, although cases have been reported in which 
spontaneous obliteration of the sinus occurred. It is 
not the thrombus that kills, but the blood stream in- 
fection resulting from its disintegration. In every 
case of probable infection the lateral sinus should be 
exposed for inspection. The fact that the position of 
this sinus is subject to marked variations should be 
kept in mind. Injury to the sinus during exposure is 
usually due to nipping of the wall with the rongeur 
forceps. Such an accident is embarrassing, but should 
not cause the abandonment of the operation as the 
hemorrhage can usually be controlled while the 
operation proceeds. 

If a thrombus is present the amount of involve- 
ment is determined and the clot removed, the 
hemorrhage being first controlled as well as possible 
with a gauze plug introduced between the bone and 
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the sinus to obliterate the lumen. The jugular vein 
is then ligated in the upper carotid triangle on a 
level with the thyroid cartilage. If this vein is 
thrombosed, it is ligated lower down in the neck. 
The earlier the diagnosis and operation, the more 
successful are the results. 

In cases of cavernous sinus thrombosis direct 
operative attempts on the sinus have been aban- 
doned. Instead, the primary focus of infection has 
been attacked in the sphenoidal or ethmoidal cells 
with the hope that the infection may be so slight 
that a spontaneous cure will result. 

Cyrit J. M.D. 


Moore, C. A., Hadfield, G., and Claremont, L. E.: 
An Extensive Multilocular Cystic Epithelial 
Tumor of the Jaw. Brit. J. Surg., 1924, xi, 629. 


The authors report the case of a man from whose 
mouth a small tumor had been removed at the age 
of 20 years. After this operation there was no 
further trouble until fourteen years later when the 
jaw began to swell again. The authors removed an 
irregular, nodular, cystic mass through an incision 
below the jaw and excised the affected portion of 
the mandible. Intratracheal anesthesia was used. 
Subsequently the resulting scar tissue, which con- 
tracted the floor of the mouth, was removed, the 
raw surfaces being covered with Thiersch skin 
grafts held in place by dental compound and a splint. 
Later the fitting of the new jaw was done. 

Microscopic examination showed the tumor to be 
an epithelial odontoma (adamantinoma). 

B. Stark, M.D. 


EYE 


Young, G.: An Operation for Congenital Ptosis. 
Brit. J. Ophth., 1924, viii, 272. 

Young describes an original operation he performed 
in the case of a young woman with complete ptosis 
of the right eyelid due to absence of the levator 
palpebre. 

A general anesthetic was employed. The superior 
rectus muscle was exposed for about 1 cm. up to its 
fleshy belly, the eyeball depressed with a strabismus 
hook, the upper lid everted, and the muscle freshened 
transversely with a scalpel where the upper edge of 
the tarsus crossed its belly. The upper edge of the 
tarsus was then exposed exactly to the extent of the 
width of the muscle, and the entire width of the 
muscle firmly sutured to the tarsus by three silk 
sutures, one in the center and one at each edge of 
the muscle. 

The sutures were left in place and the lid was not 
everted for a month for fear of loosening the attach- 
ments. A persistent flush lasted four months, until a 
suture appeared. To prevent this, Young suggests 
bringing the stitches through to the outer surface of 
the lid and tying them over glass beads. In May, 
1924, ten months after the operation, the functional 
and cosmetic result was excellent. 

Lyman A. Copps, M.D. 
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Young, G.: A Surgical Method of Dealing with 
Keratoconus. Brit. J. Ophth., 1924, viii, 270. 


Young reports the case of a poorly nourished 17- 
year-old girl with bilateral keratoconus who, during 
an attack of pneumonia, developed such a marked 
staphyloma of the left cornea that bursting was im- 
minent. 

To save the eyeball he performed the following 
operation: 

The cornea was transfixed by four needles, two 
horizontal and two vertical, which entered the 
anterior chamber outside the base of the staphyloma 
and issued at a point symmetrically opposite. Each 
pair of needles was threaded with the ends of a silk 
suture so that when the two sutures were drawn 
through and tied they constricted the entire staphy- 
loma like a pursestring. The staphyloma was then 
sliced off and atropin and a bandage were applied. 
The sutures were removed: at the end of five days. 
There was little reaction. The patient was dis. 
charged at the end of a week. The cornea smoothed 
down and at the end of a month presented a regular 
spherical surface with a stellate leucoma at its 
center. Two months later an optical iridectomy 
down and in was done. Subsequently left vision was 
8/g9, and with correction °/.,. Still later it was im- 
proved to °/;2 with correction. 

Lyman A. Copps, M.D. 


Decker, J. C.: Cycloplegics in Refraction; Perma- 
nent Loss of Accommodation Following the Use 
of Homatropin. Am. J.Ophih., 1924, 3 s. vii, 443. 


1n the cases of adults Decker uses homatropin (6 
gr. to the ounce) routinely. One drop is instilled in 
each eye every fifteen minutes until from 3 to 5 drops 
have been given, depending on the patient’s age, and 
refracting is done fifteen minutes after the instilla- 
tion of the last drop. After the examination has 
been made, 1 or 2 drops of eserine solution are 
given for safety and comfort and to shorten the 
period of disability. 

The patient whose case is reported in this article 
was subjected to the regular routine examinations 
and given glasses. At the end of five days he wasstill 
unable to read large print. Ten days later, even after 
the free use of eserine, the ciliary muscle remained 
paralyzed. Two months later, after all foci of in- 
fection had been eliminated and all measures 0 
general medication had been exhausted, there was 
still no improvement in the accommodative power. 
Finally the patient was given bifocal glasses and 
these proved entirely satisfactory. 

Decker is unable to explain the paralysis. 

L. L. McCoy, M.D. 


Joseph, H. M.: Retinitis Pigmentosa (? Pseudo-). 
Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. Ophth. 
13. 

When the patient, a woman 63 years of age, Wa 
first seen by the author she complained of headache. 
She had never noticed any defect of vision or any 
night blindness. . 
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Visual fields. 


The fundi show the picture of retinitis pigmentosa 
and the fields an annular scotoma. 

The vision is normal to Young’s threshold test. 
Visual acuity: right, +2.5=%/o; left, +2.5=%/p. 


Imre, J., Jr.: On the Endocrine Origin of Primary 
Glaucoma. Arch. Ophth., 1924, liii, 205. 


Imre reports in detail eight cases of a group of 
thirty-one which, in his opinion, tend to prove that 
a very large percentage of primary glaucomata are 
based on constitutional anomalies. In twenty-seven 
of the thirty-one cases the endocrine system was 
disordered, one or more glands being degenerated or 
underdeveloped. After careful study, extract of the 
gland at fault was administered and in many of the 
cases it reduced the tension. When the endocrine 
system was normal, organotherapy had no effect. 

Vircit Wescott, M.D. 


Wilder, W. H.: Some Phases of the Glaucoma 
Problem. Minnesota Med., 1924, vii, 343. 


Wilder regards it as extremely difficult to make a 
definite assertion regarding the causes of glaucoma 
because, in the examination of eyes that have been 
glaucomatous for some time, there is always the 
question as to whether the findings are the cause or 
the effect of the disease. 

The condition occurs most commonly in middle 
and late life, at a time when the lens grows larger, 
reducing the circumlental space and interfering with 
the outflow of fluids by pressure upon the root of the 
ins. The fibers of the pectinate ligaments are 
thickened and the lymph channels are contracted. 
a rarely occurs in persons who are in good 

ealth. 

In acute congestive glaucoma, the diagnosis is 
usually not difficult, but in the non-congestive forms 
the occasional or constant increase in intra-ocular 
pressure, the cupping of the disk, and the degree of 
loss of central and peripheral vision must be borne 
inmind. The fields of vision should always be taken 
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by the same person and in approximately the same 
light, and colors as well as form should be recorded 
accurately in order that comparisons may be made 
from time to time. Outlining of the blind spot and 
paracentral scotomata, both relative and absolute, is 
exceedingly important. 

Operative procedures are necessary when, in spite 
of general treatment and the regular use of myotics, 
the records of the tonometer at times show increased 
tension, even though the increase is not great, and 
the fields slowly contract or show enlarging scotomata, 
with a possibly normal central vision. 

Tuomas D. ALLEN, M.D. 


Fuchs, A.: Changes of the Disk in Cases of Glau- 
coma. Am. J. Ophth., 1924, 3 s. vii, 425. 


By means of excellent illustrations the author com- 
pares the disk in glaucoma with papille which re- 
semble them. Changes in the papilla are due mainly 
to: (1) increased intra-ocular tension, (2) the con- 
dition and the position of the lamina cribrosa, and 
(3) rigidity and resistance of the corneosclera. 

In many cases of glaucoma ophthalmoscopic ex- 
aminations are very inadequate. A thorough exam- 
ination, especially of the blind spot, should be made 
by Bjerrum’s method. In spite of increased tension 
the vision may not be totally abolished because oc- 
casionally a tension of from 30 to 35 mm. Hg after 
an operation for glaucoma may be borne for years 
without injury. The advisability of a second opera- 
tion is determined by the visual fields rather than 
by the tonometric readings. L. L. McCoy, M.D. 


Verhoeff, F. H.: Cyclectomy, a New Operation for 
Glaucoma. Arch. Ophth., 1924, liii, 228. 


Verhoeff reduces the intra-ocular tension by ex- 
cising a piece of the ciliary body through a scleral 
incision parallel with the limbus and 5 mm. from it 
and performing a buttonhole iridectomy. In only 
one of the cases reported was the result unsatis- 
factory. 

The advisability of an operation involving removal 
of a part of the ciliary process must be questioned, 
but the author dispels this criticism by explaining 
that the part of the ciliary body directly affected by 
the operation contains little if any more uveal tissue 
per unit area than the iris, and the part remaining in 
the eye is less severely traumatized by an iridectomy 
than the iris. Vircit Wescott, M.D. 


Adler, F. H., Landis, E. M., and Jackson, C. L.: 
The Tonic Effect of the Sympathetic on the 
Ocular Blood Vessels. Arch. Ophth., 1924, liii, 239. 


The authors have demonstrated experimentally on 
animals that the intra-ocular pressure is increased 
when the blood pressure is raised. Thus, sudden 
changes in the intra-ocular tension from sudden 
changes in the general blood pressure are prevented. 
When the cervical sympathetic is cut the intra- 
ocular tension increases more rapidly with an in- 
crease in the blood pressure. Normally, therefore, 
the sympathetic exerts a protective action through a 
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local constriction of the ocular blood vessels. When 
the blood pressure was normal no effect on the intra- 
ocular tension was noted when the sympathetic was 
severed. Vircit Wescott, M.D. 


McClintic, C. F.: Anatomical and Functional 
Relations of the Visual Apparatus to the Cen- 
tral Nervous System. Cincinnati J. M., 1924, v, 
61. 


McClintic correlates anatomical and physiological 
facts with certain clinical phenomena of the visual 
apparatus. The latter consists essentially of a focus- 
ing bulb, a retina or sensory ending, an optic tract, 
and cerebral centers supported and subserved by 
various muscles, membranes, and bones. 

Tenon’s capsule forms a_bursa-like structure 
whose space drains lymph from about the eye into 
the subarachnoid space and connects with the cap- 
sule of the opposite side. The space is favorable for 
bacterial growth, and its connections to a certain 
extent explain sympathetic ophthalmia. 

Three groups of smooth muscles are associated 
with the eye externally: a group in Tenon’s capsule, 
Mueller’s muscle over the sphenoidal fissure, and 
Mueller’s muscle in the upper lid. The intrinsic 
muscles of the eye consist of the dilator and con- 
strictor of the pupil and the ciliary body. The cells 
of the nerve fibers innervating these five muscles al] 
lie in the nucleus of Edinger and Westphall, but the 
peripheral distribution of the fibers is quite diverse. 
For Tenon’s capsule, Mueller’s muscles, and the 
dilator fibers, the approach is by way of the sym- 
pathetic with a synapse in the superior cervical 
ganglion. For the constrictor of the pupil and the 
ciliary body the approach is through the oculomotor 
nerve with a synapse in the ciliary ganglion. 

The extrinsic eye muscles may be arranged in 
functional pairs; (1) the medial and lateral recti, 
(2) the superior rectus and inferior oblique, (3) the 
inferior rectus and superior oblique. Close nuclear 
association is noted between the innervation of these 
pairs. The oculomotor nucleus contains cells of fibers 
innervating the superior and inferior recti, the in- 
ferior oblique and the levator palpebri superiorum; 
the trochlearis nucleus sends its fibers to the superior 
oblique; while the abducens nucleus sends fibers to 
both medial and lateral recti, the former by way of 
the oculomotor nerve. For the orbicularis oculi the 
cells lie in the oculomotor nucleus, although the 
fibers are distributed by way of the facial nerve, a 
fact explaining the neurological fallacy of unilateral 
cerebral representation. 

Disturbance of the neuromuscular mechanism 
may cause strabismus, pupillary changes, or a dis- 
turbance in accommodation depending upon the part 
damaged. Damage to the oculomotor nerve causes 
external strabismus associated with drooping of the 
upper lid, rotation of the eye, dilatation of the pupil, 
loss of accommodation, and exophthalmos due to the 
unopposed forward push of Mueller’s muscle and the 
muscle of Tenon’s capsule. Injury to the fourth 
cranial nerve causes deflection in downward and out- 
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ward movements of the eye, while injury to the sixth 
cranial nerve causes internal strabismus. 

The Argyll-Robertson pupil is due to a lesion in 
the superior colliculus since injury in either of the 
other two relay centers, the thalamus and the lateral 
geniculate body, would cause visual disturbance. Ac- 
commodation being a purposive act has a cortical 
center probably with the converging center in the 
frontal area and impulses may still reach the third 
nucleus from here. 

Forward bulging of the eye may be due to paresis 
or paralysis of the extrinsic muscles which tend to 
hold it back or to hypertonicity of the smooth 
muscle of Tenon’s capsule and Mueller’s muscle. 
Since the superior cervical ganglion contains the 
synapse for fibers to these smooth muscles, the 
rationale of extirpation of this ganglion for ex- 
ophthalmos is apparent. 

Various association paths make for correlated 
movements and account for certain pathological 
signs. The medial longitudinal fasciculus associates 
visual centers with motor nerve centers for muscles of 
the neck, while the tectospinal tract connects visual 
centers with motor nerve centers of the trunk, makes 
for an equilibratory function of the visual apparatus, 
and explains the pathology of Romberg’s sign. 

Close connections between the visual] relay center 
and the vomiting center account for certain cases of 
train sickness, while similar connections with vesti- 
bular centers explain vestibular nystagmus. 

In the retina the rods outside the fovea are so ar- 
ranged that many rods connect with a single bipolar 
cell, providing for augmentation of visual stimuli, 
while in the fovea the cones connect singly with one 
or more bipolar cells, making for acuity of vision. 

Dilatation of the pupil in early pulmonary disease 
may be explained on a basis similar to the ciliospinal 
reflex. 

The trigeminal nerve supplies sensory innervation 
to the eye (outside of the retina). Headaches, orbital 
pain, and neuralgia may be due to referred pains 
from sinus infections, impacted molars, alveolar 
abscesses, etc. M. L. Mason, M. D. 


Finnoff, W. C.: Changes in the Eyes of Rabbits 
Following the Injection of Dead Tubercle 
Bacilli into the Common Carotid Artery. Am. 

J. Ophth., 1924, 3 s. vii, 365. 


’ Finnoff found that dead tubercle bacilli are capable 
of producing in animals ocular lesions which are 
similar clinically to those occurring after the injec- 
tion of living bacilli into the arterial circulation but 
slightly different in their microscopic picture and 
essentially different in their progress. Living bacilli 
produce severe and progressive lesions in the eye in 
addition to pulmonary tuberculosis from which the 
animals die before the eye lesions run their full 
course. Dead bacilli produce ocular lesions which 
progress to a certain stage, persist for a variable 
length of time, and then gradually disappear, leav- 
ing scars. The ocular lesions produced by dead 
bacilli were: 
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1. Contraction of the pupil occurring before the 
third day. 

2. Diffuse iritis on the second or third day. This 
was mild and gradually subsided. 

3. Rigid iritis, which appeared on the fourth or 
fiith day and was characterized by an irregular, 
radiating thickening of the iris stroma without 
caseation. This gradually subsided. 

4. Tuberculous nodules on the iris. These were 
usually multiple. They appeared between the 
fourth and fourteenth day. At first they were brown, 
but soon they became yellow and showed blood 
vessels on their surfaces. 

5. Atrophy. This followed all types of iritis but 
was most common after the nodular form. It ap- 
peared after the third week. 

6. Early and late changes in the cornea. The 
early changes consisted in vascularity and hazi- 
ness or complete opacity. The late changes con- 
sisted in deposits, infiltrates, and sclerosing keratitis. 

7. Conjunctivitis. This was moderate in most 
cases and gradually subsided in a week or ten 
days. 

8. Tubercles of the lids. These occurred ten times 
and usually at the margin. Beginning as small 
nodules, they gradually enlarged and finally ruptured 
and produced ulcers. The ulcers healed in from 
seven days to one month and caused contraction and 
deformity of the lids. 

g. Changes in the choroid. These were seen with 
the ophthalmoscope after the fourteenth day. The 
tubercles began as faint, round or oval yellowish 
areas which were poorly defined, multiple, and 
irregularly scattered over the fundus. Gradually 
they increased in size, became clearly defined, and 
after from six to nine weeks changed to a dirty 
yellow color. Pigment granules were deposited over 
tubercles. In the center of the tubercular areas, 
atrophic areas slowly appeared. These became dis- 
tinctly elevated (advanced caseation). Finally the 
atrophic area became glistening white and excavated. 
The average course of the choroidal lesions was fif- 
teen weeks. 

10. Degeneration and disintegration of the retina 
in front of the tubercles. In the terminal stage, the 
entire choroid and retina were destroyed and re- 
placed by scar tissue. 

11. Other lesions. These, which were seen only 
occasionally, included detachment of the retina, 
serous and cellular exudate in the vitreous, tubercle 
of the optic nerve, tubercle of the retina, phthisis 
bulbi, and panopthalmitis. 

None of the animals injected with dead bacilli 
died from the effects of the injection before the 
lesions were healed, and several were living fifteen 
months after the inoculation. L.L. McCoy, M.D. 


Hilgartner, H. L.: Parinaud’s Disease. Texas State 
J. M., 1924, XX, 37. 


The author reports the case of a man who was 
struck in the eye by the tip of a cow’s tail matted 
with cockle-burrs. Inflammation, swelling, and 
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ulceration of the conjunctiva were followed by 
swelling of the cervical glands. The temperature 
was 101.3 degrees F. Complete subsidence of the 
condition occurred in ninety days. 

Hilgartner ascribes Parinaud’s disease to: (1) in- 
jury by a substance to which the organism is 
protein-sensitive; (2) the simultaneous introduction 
of an infectious agent which finds the activated 
tissues a favorable medium for growth; and (3) the 
growth of the infecting agent in the lymphatic 
system. Tuomas D. ALLEN, M.D. 


EAR 


Sonnenschein, R.: Methods and Interpretation of 
the Fundamental Tests of Hearing. Ann. Ctol., 
Rhinol. & Laryngol., 1924, xxxiii, 423. 

One of the most important purposes of functional 
tests of hearing is the localization of impairment of 
hearing. The history of the case, the pitch of the 
tinnitus, the patient’s occupation, and the condition 
of the external ear, the drum membrane, the naso- 
pharynx, the nose, and the pharynx must be deter- 
mined. 

In middle ear involvement the low-pitched tones 
are heard less distinctly than the high-pitched tones, 
i.e., the lower tone limit is elevated. In a nerve 
lesion the high-pitched sounds are heard less dis- 
tinctly than the low-pitched, but if there is marked 
involvement both are heard poorly. 

With the Galton whistle and the monochord, the 
highest tones in middle ear involvement are usually 
normal, but in disease of the inner ear they are 
markedly reduced. 

In conduction impairment, the Weber test is 
usually lateralized to the worse ear, while in inner 
ear disease it is usually lateralized to the better ear. 

In middle ear disease, the bone conduction is 
usually found lengthened, while in inner ear disease 
it is usually shortened. 

With the Rinne test there is usually a negative 
reaction in disease of the middle ear and a positive 
reaction in disease of the inner ear. 

As a rule the drum membrane shows cloudiness, 
loss of luster, thickening, retraction, or perforation 
in middle ear disease. In otosclerosis the tympanic 
membrane is often normal or is pink over the region 
of the promontory. In internal ear diseases the 
drum is usually normal, but may show changes if 
there has been any middle ear disease at any time. 

James C. BraswELL, M.D. 


Kahn, H.: The X-Ray as an Adjunct for the Treat- 
ment of Partial Deafness: A Report of Tech- 
nique. Ann. Otol., Rhinol. & Laryngol., 1924, 
XXXII, 523. 

As an adjuvant to the usual otological procedures 
in partial deafness the author recommends small 
X-ray doses to the ear, regardless of the under 
lying pathology. Improvement in hearing and a 
decrease in the tinnitis or its disappearance are 
usually prompt and permanent. When a relapse 
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occurs, hearing is again restored by a few additional 
radiations. 

The treatment advocated is applied after all the 
cautious accepted methods of otology have been 
used, and is given whether or not hearing has been 
improved by them. The formula is as follows: 
stabilized milliamperes, 8; kilovolts (root mean 
square), 50 (about 4-in. spark gap); filter equivalent 
to 1 mm. of aluminum; distance, 24 in.; time, twelve 
seconds. Manrorp R. Wattz, M.D. 


Chamberlin, W. B.: The Gradenigo Symptom 
Complex. Allantic M.J., 1924, xxvii, 566. 


The Gradenigo syndrome consists of: (1) a 
purulent otitis media; (2) severe pain referred to the 
temporal and parietal regions on the affected side 
and explained by Gradenigo as due to involvement 
of the gasserian ganglion; and (3) paralysis or 
paresis of the sixth or abducens nerve on the same 
side. 

Gradenigo divides the cases into three groups: 

1. Those with the typical syndrome and no other 
complication. 

2. Those with the typical syndrome and, in ad- 
dition, secondary symptoms such as second, third, 
or fourth nerve paralysis. 

3. Those evidently of a virulent type which first 
present the classical syndrome, but later develop 
meningitis with a fatal termination. 

Chamberlin reports four cases, two of which be- 
longed to the first group and one each to the second 
and third groups. 

Three of the cases presented symptoms of paraly- 
sis of the external rectus before the mastoid opera- 
tion and one presented them afterward. In all, a 
profuse discharge of pus occurred during convales- 
cence from the mastoid operation. Recovery result- 
ed in three cases, with complete recovery from the 
external rectus paralysis as well. The one patient 
who died was operated on during the incubation 
stage of a meningitis. 

Gradenigo stated that the syndrome of clinical 
symptoms is the result of a circumscribed simple 
serous leptomeningitis localized about the tip of the 
pyramid and caused by the diffusion of the infection 
in the tympanum. The condition progresses along 
pre-existing anatomical paths. Perkins described 
these paths as follows: 

‘rt. The infection may follow the sublabyrinthine 
route, extending from the tympanum below the 
labyrinth and internal auditory meatus to the 
petrous tip. 

“2. From the mastoid antrum it may extend 
through the subarcuate fossa or petromastoid canal 
which passes inward beneath the superior semi- 
circular canal, and reach a layer of cells sometimes 
lying above the internal auditory meatus, and thus 
arrive at the petrous tip. 

“*3. Or this point may be arrived at by way of the 
carotid canal, access to which is obtained either by 
eroding the bone on the anterior tympanic wall or 
through one of the caroticotympanic foramina 


which give passage to the carotid branches of the 
tympanic plexus. 

“4. Finally the infection has been found in some 
autopsies to be through a layer of cells extending 
along the eustachian tube, thus passing from the 
tympanum to the petrous tip.” 

The invulnerability of the sixth nerve is due to its 
exposed course. Its basilar portion is approximately 
1 in. long. 

The paralysis is due probably to pressure produced 
by swelling or oedema in Dorello’s canal through 
which the nerve passes. 

The pain is explained by the proximity and con- 
sequent involvement of the gasserian ganglion which 
lies in a depression on the anterior surface of the 
apex of the petrous portion of the temporal bone. 

Because recovery has occurred in some cas?s in 
which the mastoid was not operated upon, opinion 
is divided as to whether abducens paralysis in con- 
nection with purulent otitis media without other 
signs of mastoid abscess is an indication for mastoid- 
ectomy. 

Wheeler and Maybaum are opposed to the per- 
formance of a mastoid operation in every case. 
Perkins also was opposed to it at first but in 1920 
stated that he favored it. Chamberlin agrees with 
Perkins’ present opinion. 

Chamberlin concludes his article with the follow- 
ing statements: 

1. The Gradenigo syndrome is sufficiently com- 
mon to deserve the attention of every otologist. 

2. The ophthalmologist should be continuously 
on his guard to see that external rectus paralysis of 
otitic origin is not mistaken for the more frequent 
forms of abducens paralysis with which he is more 
familiar. 

3. In cases of sixth nerve paralysis associated 
with pain over the side of the head and a discharge 
from the ear an early, if not an immediate, mastoid 
operation should be done. 

4. Although the mastoid operation with the free 
drainage it atfords does not insure relief, it is the best 
treatment known and lessens the dangers of intra- 
cranial involvement. Orto M. Rort, M.D. 


Keifer, G. F.: Primary Diphtheria of the Middle 
Ear. Laryngoscope, 1924, Xxxiv, 426. 

The author reports a case of primary diphtheria 
of the middle ear and reviews the literature on the 
subject. His case was that of a 7-year-old child with 
severe earache, tenderness of the mastoid, high fever 
(103.6 degrees F.), rupture of the drum, « dirty 
white pus discharge from the ear which gave « pure 
culture of diphtheria bacilli, and a high polymorpho- 
nuclear leucocytosis (49,600; 80 per cen! poly- 
morphonuclears). From the drum perforation 2 
whitish membrane protruded. The subcutaneous 
administration of 30,000 units of antitoxin and the 
dropping of antitoxin into the ear every four hours 
caused the temperature and leucocyte count to return 
to normal, decreased the discharge, and resulted a 
the disappearance of the Klebs-Loeffler bacilli. No 
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cultures could be obtained at any time from the 
nose and throat. 

The author’s conclusions are the following: 

1. Primary diphtheria of the middle ear is rare. 
All suspicious, dirty, watery discharges from the ear 
should be examined microscopically. 

2. Antitoxin in large doses is always indicated. 
For the average-sized child not fewer than 30,000 
units should be given in a period of twelve hours. 
Nothing else will reduce the temperature and stop 
the discharge promptly. The antitoxin may be in- 
stilled also directly into the affected ear. 

3. The disease can be diagnosed positively only 
by a bacteriological examination of the discharge 
from the ear. A biological test will differentiate the 
true Klebs-Loeffler bacilli from the false ones. 

How the disease invades the middle ear without 
throat and nose manifestations is a problem yet to 
be solved. Manrorp R. Wattz, M.D. 


Mendel, J. H.: Acriflavine and Neutral-Acriflavine: 
Their History and Use in Aural Surgery. 
Laryngoscope, 1924, XXXiv, 443. 

Acriflavine is a crystalline substance soluble in 
water and alcohol and incompatible with eusol, 
Dakin’s solution, chlorine antiseptics, and phenol. 
It was synthetically developed by Ehrlich in his in- 
vestigation of aniline dyes, by the introduction of 
chlorine or a halogen into the acridin yellow group 
(which greatly increases the bactericidal activities of 
the group), and the subtraction of the methyl radicle 
CH; (which has a tendency to decrease the germicidal 
properties of a group). 

When Ehrlich’s attention was turned to other mat- 
ters, the investigation was continued by Browning, 
Kennaway, Gulbranson, and Thornton of Glasgow. 
These investigators stated that the ideal antiseptic 
must meet five requirements: 

1. It must exert great potency against micro- 
organisms in the presence of protein materials or 
blood serum. 

2. It must not exert an inhibitory influence 
upon phagocytosis. 

3. It must not have an irritating action on living 
tissues in general. 

4. It must exert a suitable stimulating effect upon 
connective tissue cells. 

5. When absorbed, it must not be highly toxic to 
any specialized tissue. 

On the basis of his experience with the drug 
Mendel believes it fulfills these requirements, especi- 
ally in the strength usually recommended, 1: 1,000 in 
normal salt solution. 

The method used in connection with mastoid 
wounds consists in packing the newly made and 
dried cavity with gauze drains which have been 
dipped into a 1: 1,000 solution, bringing the solution 
Into contact with all surfaces, placing a similar drain 
in the external canal, and after cleaning, drying, and 
touching the stitches with iodine, placing over the 
ci a solution-saturated sponge cut to fit the 
auricle 
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The points for and against the use of acriflavine 
may be summarized as follows: 

1. It is a bright yellow dye which stains every- 
thing with which it comes in contact. With care, 
however, this objectionable feature can be overcome 
to a certain degree. 

2. Thirty days after their preparation the solu- 
tions begin to lose their potency and must be dis- 
carded. 

3. The dye is more effective against all micro- 
organisms than any other known antiseptic. 

4. It is absolutely non-irritating and non-toxic, 
and does not inhibit phagocytosis. 

5. It does not stimulate the growth of granula- 
tion tissue, but it lessens pus, keeps the wound 
unusually clean, and prevents the formation of 
exuberant granulations, thereby promoting rapid 
healing. 

6. It is a fairly effective deodorant. 

7. Stitch abscess is rare in cases in which it is 
used. 

8. It is of great value in otitis externa. 
MaAnrorp R. WALTz, M.D. 


NOSE AND SINUSES 


Cohen, L.: Corrective Rhinoplasty: Some Reasons 
for Faulty Results. Ann. Otol., Rhinol. & Laryn- 
gol., 1924, Xxxiii, 342. 

Corrective rhinoplasty should never be attempted 
unless the nose is free from infection. In the author’s 
opinion, it should be done subcutaneously, through 
incisions within the nose. The graft should be 
touched only with the bone forceps. If infection of 
the graft occurs, external drainage is contra-indicat- 
ed as it will mar the cosmetic effect of the operation, 
but if drainage can be established, the graft may be 
saved. The author uses a copper nasal splint to keep 
the graft in place until union occurs. 

In discussing with the patient the benefits to be 
expected from the operation, other facial features 
must be taken into consideration. Faulty occlusion 
of the teeth with malposition of the chin will detract 
from an excellent result obtained in the nose. 


James C. BrasweE Lt, M.D. 


Hughes, W. K.: Sinusitis in Children. Med. J. 
Australia, 1924, i, Supp., 380. 

Hughes discusses the frequency of sinusitis in 
children and the importance of the chronic form 
with polypoidal degeneration of the antral mucosa 
without pus or mucus in the nose. Most of his 
twenty-seven cases were of this type and in all except 
one the tonsils and adenoids had been removed be- 
fore the patient was first seen. 

The symptoms are usually general in character, 
such as a constantly recurring cold, persistent cough, 
and headache, but running and stuffiness of the nose, 
asthma, epistaxis, bronchitis, and otitis media are 
common. 

In this report only the antrum is considered. The 
treatment requires the removal of all causes of nasal 


|| 
the 
me 
ing 
the 
its 
ely 
ed 
gh 
n- 
ich 
he 
| in 
on 
yn- 
er 
id- 
se, 
20 
th 
W- 
N- 
ly 
of 
nt 
re 
ad 
ze 
id 
ee 
st 
a- 

le 
la 
th 
er 
y 
re 
y- 
a 
1S 
e 
rs 
n 
0 


282 


congestion such as tonsils and adenoids. The dura- 
tion of expectant treatment must be determined 
from the nature of the particular case. In cases with 
ear involvement the radical antrum operation should 
not be long delayed if removal of the tonsils and 
adenoids fails. In acute purulent cases irrigation is 
used by some rhinologists, but not by the author. 
Intranasal drainage is considered about as difficult 
as the Caldwell-Luc operation and is less satisfactory. 
A radical operation of the Caldwell-Luc type gives 
the best results when operation on the antrum is in- 
dicated. Postoperative irrigation is not indicated 
unless the discharge is foul. Orro M. Rorr, M.D. 


MOUTH 


Turner, J. G., Sturridge, E., Baldwin, Sir H., and 
Others: Discussion on Pyorrheea: Its Preven- 
tion and Treatment. Proc. Roy. Soc. Med., Lond., 
1924, xvii, Sect. Odontol., 17. 

Pyorrhcea is caused by the adherence to the teeth 
of sticky foods, especially carbohydrates, of other 
débris, and of bacteria of low virulence. Forits preven- 
tion a marked change in dietary habits is essential. 
Turner recommends also the extraction of the first 
permanent molar between the fourteenth and six- 
teenth years to permit separation of the teeth for 
greater cleanliness. 

In the treatment of established pyorrhoea, Turner 
scales and cleans the teeth, files away the contact 
point sufficiently to permit the cleansing of all sur- 
faces with 3-ply worsted, and extracts all teeth of 
doubtful vitality. For certain cases he suggests the 
extraction of alternate eeth throughout the arch. 

Sturridge, and practically all of the others taking 
part in this discussion, disagreed with Turner re- 
garding the early extraction of the first permanent 
molars and the filing away of the contact point. 

Other subjects discussed included the application 
of antiseptics by the ionization method, the use of 
the tooth brush for friction, and the cutting away 
of the gum pockets in the treatment and prevention 
of pyorrheea. CHARLES W. FREEMAN, M.D. 


Martin, G. E., and Alexander, W. A.: A Case of 
Rhabdomyosarcoma of the Soft Palate. J. 
Laryngol. & Otol., 1924, xxxix, 312. 


The patient whose case is reported was a girl .6 
years of age who was under observation from an 
early stage of the condition to the time of her death. 

Tumors of voluntary muscle, rhabdomyomata, are 
rare. They occur most commonly in the genito- 
urinary tract, but cases have been reported in which 
they developed in the nose, tongue, parotid gland, 
orbit, and neck. Tumors of any kind in the soft 
palate are extremely rare. The only case of rhab- 
domyoma of the soft palate which the authors have 
been able to find in the literature was reported by 
Nicory in 1923. 

Martin and Alexander suggest that neoplasms 
termed ‘‘spindle-cell sarcomata” and ‘‘myxosarco- 
mata” may be in reality rhabdomyomata exhibiting 
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marked anaplasia. Most textbooks state that the 
rhabdomyoma is a relatively benign tumor, but on 
the basis of the reports in the literature and their 
own experience, the authors advise radical treatment 
by operation and the use of radium from the 
beginning. Marttuew N. M.D, 


PHARYNX 


Bell, H. H.: The Bacterial Flora of the Faucial 
Tonsils, with Especial Reference to Hemolytic 
Streptococci and Associated Histopathological 
Changes. Ann. Otol., Rhinol. & Laryngol., 1924, 
XXXIli, 305. 

The author studied 100 pairs of tonsils which were 
removed because they were regarded by the laryngol- 
ogist as diseased. Cultures were made from the 
throats before the tonsillectomy, from the removed 
tonsils, and from the throats after the tonsillectomy. 

Seventy of the 100 patients were carriers of the 
hemolytic streptococcus of the beta type. Twenty 
patients with the hemolytic streptococcus in the 
pharynx and in both tonsils were found free from 
this micro-organism when cultures were made from 
one to eight months after the tonsillectomy. Seventy- 
seven per cent of the carriers of the hemolytic 
streptococcus and 30 per cent of the non-carriers 
gave a history of frequent attacks of sore throat, ear 
infection, swelling of the joints, and rheumatism. 

Tonsils showing the most marked tissue changes 
contained the largest number of bacteria within the 
lacune, as demonstrated by stained sections. Or- 
ganisms with the morphological characteristics of 
streptococci were most constantly associated with 
acute processes. 

In Bell’s opinion the morbid changes in the tonsils 
are dependent upon the number of bacteria present 
as well as upon their character. 

James C. Braswe tt, M.D. 


Blaine, E. S.: X-Ray Therapy of the Infected 
Hypertrophic Tonsil. Ann. Otol., Rhinol. & 
Laryngol., 1924, Xxxiii, 534. 

Reviewing the history of the X-ray and its action 
on glandular structures and especially lymphoid 
tissue, the author points out that a specific action 
on lymphoid structures was noted early. This action 
is exerted on the cellular elements with low resistance 
to the X-ray, causing them to disintegrate and dis- 
appear and decreasing the size of the gland. The 
tonsil and extratonsillar tissue in the neighborhood 
respond to X-ray treatment as they are composed of 
lymphoid tissue. According to investigations made 
at the Rockefeller Institute, it is possible to remove 
all lymphoid tissue without inducing detectable 
changes in other organs. In the case of the tonsil, 
this is not desirable if we accept Pacini’s hypothesis 
that during childhood the tonsils contribute to the 
establishment of immunity. Adequate drainage 1s 
indicated rather than sterilization. 

Pacini distinguished three types of tonsils: (1) 
the hypo-active hypertrophic type with minimal 
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bacterial activity evidenced by only slight redden- 
ing; (2) the type suggesting bacterial activity but not 
a clinically established infection; and (3) the type in 
which infection is clinically established. Those of 
the first group are stimulated to activity by the 
X-ray. Those of the second type are best treated 
with the X-ray if any treatment is necessary. Ac- 
cording to Pacini, the third group are tonsils requir- 
ing surgery. 

The author is of the opinion that X-ray treatment 
is indicated in the following cases: (1) those in which 
operation is refused; (2) cases of tonsils in the first 
two groups; (3) cases of patients past middle life with 
an arteriosclerosis which might result in hemorrhage; 
(4) cases of tonsils embedded in infected tissue in 
which operative removal may cause dissemination of 
infected emboli into the blood and lymph streams, 
and (5) the cases of patients with chronic cardiac le- 
sions, Bright’s disease, diabetes, exophthalmic goiter, 
chorea, rheumatism, hemophilia, asthma, tubercu- 
losis, status lymphaticus, or any condition which has 
lowered the general resistance. Intensively de- 
creased tonsils and those showing no improvement 
from X-ray therapy should be removed. 

The author’s technique consists in treatments 
every week or ten days for eight treatments followed 
by observation for from six to eight weeks. In cer- 
tain refractory cases subsequent raying is given. The 
patient lies prone with the head turned sharply to 
the right or left, and both sides are irradiated at each 
treatment. The central ray passes into the side of 
the neck just posterior to the angle of the jaw. No 
protection is used. The X-ray formula is 5 ma. at 
100 kilovoltage (sphere gap) and 30-cm. focal spot 
distance through a 3-mm. aluminum filter for five 
minutes with the use of a circular lead diaphragm 
opening 5 cm. in diameter at 15 cm. from the target. 

MAnrorp R. WALTz, M.D. 


NECK 


Coller, F. A: The Morbid!ty of Endemic Goiter. 
J. Am. M. Ass., 1924, \xxxii, 1745. 


The most common form of goiter is a combination 
of colloid with adenoma, the ratio between the two 
components changing with age. The same deficiency 
that causes the distention of the alveoli with colloid 
may act also on the embryonal cells, causing them 
to form new alveoli which constitute the adenomata. 
With the passage of time the colloidal element tends 
to decrease so that at the age of 25 years it has dim- 
inished markedly, but the adenomatous portion, if 
present, has increased in proportion and usually in 
actual size. 

The author analyzed 300 cases of adenomatous 
goiter with a basal metabolic rate within normal 
limits. The tables based on the findings seem to 
indicate definitely the presence of a cardiovascular 
abnormality in a large percentage of these cases and 
show a progressive increase in the number of cases 
and the severity of the lesion with each successive 
decade. STANLEY J. SEEGER, M.D. 
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Foss, H. L., and Jackson, J. A.: The Relationship 
of Goiter to Mental Disorders. Am. J. M. Sc., 
1924, clxvii, 724. 

Goiter is not especially common in the insane, even 
in a goiterous district. Itsincidence in the State Hos- 
pital for the Insane at Danville, Pennsylvania, is 
only 3 per cent. 

Conversely, insanity is extremely rare among 
the large number of goiter patients applying for 
treatment in a general hospital in the same local- 
ity. In the latter there were no cases of true in- 
sanity among 800 patients studied, and the only 
mental disturbance was a mild excitement or a 
slight and transient mania which occurred in two 
cases. 

There is apparently no definite relationship be- 
tween goiter and insanity, and usually nothing to in- 
dicate thyroidectomy in the treatment of the insane 
patient suffering from goiter unless the condition 
causes pressure. However, operation may be neces- 
sary if there are accompanying evidences of true hy- 
perthyroidism, but the latter condition is very rare. 
Hyperthyroidism and hypothyroidism are unusual 
in the adult goiter patients of the Pennsylvania 
hospitals for the insane, the majority of the goiters 
being the so-called multiple adenomatous forms 
unaccompanied by systemic disturbances. 

ArTHUR L. SHREFFLER, M.D. 


Negus, V. E.: The Mechanism of the Larynx. 
Lancet, 1924, ccvi, 987. 


After a study of the evolution of the larynx, the 
author suggests that the impression gained from the 
literature that the larynx is the organ of voice and 
has been evolved to subserve this function is erro- 
neous, its use for this purpose being a subsidiary of 
several functions. 

The simple type of larynx is a valve designed to 
guard the entrance of the pulmonary air tract 
against the entrance of substances other than air. 
The arytenoids were evolved to assist in the active 
opening of the valve as the demand for air increased, 
and the cricoid and thyroid cartilages were evolved 
to build up and strengthen the framework of the 
larynx. The many other. functions, such as those 
subserving olfaction, circulation, phonation, etc., 
are taken on in higher forms. The primitive function 
of the epiglottis was one of olfaction, since, in con- 
nection with the soft palate, it shuts off the air 
tract from the mouth. In subsequent stages it 
assumed other functions. 

As the air requirement of animals varies, the 
position, shape, and size of the larynx vary. In 
animals calling for an extreme amount of oxidation, 
the air tract is straightened and the air capacity 
of the opening of the larynx is increased by variation 
in the length of the arytenoids and the size of the 
larynx. The movements of the larynx itself also 
help, and through these movements—opening of 
the glottis during inspiration and partial closure 
during expiration—the pulmonary and cardiac 
circulations are aided. 
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As the larynx changed from a primitive condition 
to one in which it is open continuously except during 
the act of deglutition, various structures were 
modified to aid in this act. The epiglottis and ary- 
epiglottic fold take part in the swallowing of liquid 
in that they help to form lateral food channels. 
However, when a bolus of food passes they assist 
but little, as in this process the entire musculature 
of the larynx is brought into play, the glottis is 
closed, the larynx is pulled up to the base of the 
tongue and out of the way as much as possible, and 
the cesophagus is opened by means of its attach- 
ment to the cartilages of Santorini. 

Expulsion of foreign bodies from the air tract is 
brought about by the act of coughing or sneezing, 
in which a forced expiration is made with the glottis 
closed. Vomiting is preceded by air swallowing in 
which an inspiratory effort is made with the vocal 
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cords closed. Man and related animals with ability 
to adduct and abduct their fore limbs have vocal 
cords and ventricular bands, but the stage of 
development of these has no relation to the vocal 
accomplishments. 

The function of the cords is to produce positive 
and negative intrathoracic pressures by acting in 
the capacity of valves. They thus assist in the 
production of a rigid thoracic wall, the condition 
under which adduction of the fore limbs can be best 
produced or the diaphragm can best perform its 
piston-like action. 

The author does not discuss the mechanism of 
phonation except to say that the evidence of com- 
parative anatomy indicates that variations in the 
pitch of the voice are brought about by contraction 
and relaxation of the thyro-arytenoid muscles. 

Manrorp R. WAttz, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Halstead, A. E., and Caylor, H. D.: The Repair of 
Dural and Brain Defects by Free Fat and Fascial 
Transplants. J. Am. M. Ass., 1924, lxxxii, 1337. 


Dural substitutes must be strong and unyielding 
and capable of forming a tight union with the sur- 
rounding dura. They must not coalesce with the 
brain or leptomeninges and they must be viable. 
Autoplastic substitutes are best. The most logical 
substitute is blood-vessel wall, but for autoplastic 
transplants the amount of this tissue available is too 
small. Many tissues have been tried—skin, peri- 
osteum, peritoneum, omentum, fat, foreign bodies, 
osteoperiosteal grafts, fascia, and combinations 
thereof. Most of these form adhesions and many of 
them are not viable. Skin is difficult to sterilize. 
Autoplastic grafts of fat, osteoperiosteal transplants 
obtained from the adjacent healthy skull, and auto- 
plastic grafts of fascia lata have given good results. 
The field must not be infected. The fascial trans- 
plant should be made one-third larger than the de- 
fect to be closed. It is not always necessary to suture 
the graft. Fascia is strongly viable and, although it 
is not wel] supplied with blood, is not easily infected. 
It is anatomically similar to dura and is always 
available and easily secured. 

The author reports four cases. In Case 1, in which 
there was a sarcoma of the skull and dura mater, 
dural repair was effected by means of free transplants 
of jascia and fat and the cranial defect closed with 
an osteoperiosteal transplant. In Case 2, a case of 
meningeal cyst following a compound comminuted 
skull fracture, the cyst membrane was excised and 
the dural defect closed with a free graft of fascia and 
fat. Case 3 was a case of cyst of the brain in which 
the cyst cavity was opened and drained and then 
filled with fat and fascia. In Case 4 there was a 
compound comminuted depressed fracture of the 
skull. Five years after the injury jacksonian epi- 
lepsy began. Recovery followed the implantation of 
a fat and fascia graft. Puitip J. Murpuy, M.D. 


Andrew, F.: Intracranial Suppuration of Otitic 
Origin. Med. J. Australia, 1924, i, Supp., 377. 


The author describes several helpful procedures in 
the management of extra- and intra-dural infection 
secondary to otitic suppuration. Contrary to general] 
teaching, he usually exposes the dura in searching 
for an extradural abscess of otitic origin. This he 
does to obtain a good view over the tegmen and in- 
ward over the petrous, especially in cases in which 
headache has been present. When a thrombosed 
sinus ‘orms part of the wall of an abscess, exposure 
1s male to a point above the thrombus and bleeding 
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is controlled by packing. The thrombus is then 
raked out of the jugular bulb without ligation of the 
vein below. ; 

Intradural infections, both of the diffuse and of 
the localized type, are best treated by prompt re- 
moval of the source of infection and relief of the 
subtentorial pressure. 

Intracerebral abscesses are of two types, i.e., 
stalked and those at a distance. The treatment of 
both requires: (1) the prevention of meningeal in- 
fection, (2) the avoidance of manipulation that will 
produce oedema or bleeding within the cranium, and 
(3) the prevention of medullary compression. To 
prevent meningeal infection the abscess should be 
drained along its stalk whenever this is possible. 
The alternative is to turn down a small dural flap 
and wait for adhesions to form about the meninges. 
After the abscess has been found by probing through 
this wound, all possible precautions should be taken 
to prevent the sudden escape of large amounts of pus. 
Probing of the brain through the unopened dura is 
associated with great danger of hemorrhage and is 
therefore to be condemned. 

When the patient is evidently dying of bulbar 
compression, relief may be given by freely exposing 
the thin anterolateral cerebellar dura, i.e., over the 
lateral sinus in its descending part and upper knee, 
the exposure being carried well behind the posterior 
border. In the presence of a live labyrinth the 
author removes the bone anterior to the descending 
sinus as far forward as is possible with avoidance of 
the semicircular canals. 

Frank intracranial infection from labyrinthine sep- 
sis by way of the eighth nerve and the ductus 
endolymphaticus is a constant danger. When a 
rapidly suppurating mastoid prevents waiting for the 
labyrinthine infection to become walled off the au- 
thor performs the widest possible labyrinthectomy. 

P. VAN WAGENEN, M.D. 


SPINAL CORD AND ITS COVERINGS 


Shaw, R. C.: A Study of Intractable Pain Relative 
to Rhizotomy and Spinal Section. Brit. J. Surg., 
1924, xi, 648. 

Several general inferences have been drawn by the 
author from a group of patients subjected to dorsal 
root section for intractable pain. In a number of 
cases posterior rhizotomy gave complete relief from 
pain or great alleviation, but in many instances 
section of the cervicothoracic or thoracic posterior 
roots did not result in a loss of deep pressure sensa- 
tion, in few cases there was a return of sensation in 
an anesthetic area after the dorsal roots had been 
cut, and in other cases the pain persisted after 
posterior root section though there was no retention 
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of any type of sensation. These clinical facts there- 
fore suggest the existence of another afferent path- 
way for pain impulses. 

A review of the literature on the conduction of 
afferent and efferent impulses through the posterior 
and anterior spinal roots does not settle the mooted 
point concerning the transmission of afferent im- 
pulses by the anterior roots. The author’s experi- 
mental work tends to show that the anterior roots 
contain afferent fibers. Corroborative evidence is 
offered with regard to the presence in the cranial 
nerves of afferent fibers from the muscles. An analo- 
gy is drawn between the latter and the anterior roots, 
although perhaps not justly. 

The author discusses the effects that may be ex- 
pected from posterior rhizotomy upon simple pain 
and upon pain accompanied by (1) vascular dilata- 
tion, and (2) vascular constriction. With regard to 
the value of sympathectomy in the relief of pain he 
states that removal of the sympathetic fibers about 
a vessel in the thigh cannot be expected to interfere 
with the sympathetic supply in the lower leg or foot 
since in all probability the fibers innervate the ad- 
ventitia about the artery at segmental intervals. 

The fibers in the anterior roots which Shaw be- 
lieves carry afferent impulses from the muscles he 
identifies as originating from the sympathetic sys- 
tem. This would assign another function besides 
muscle tonus to the fibers in the white rami, which 
on experimental evidence is controversial. 

Loyat E. Davis, M.D. 


Leriche, R.: Forty-Six Cases of Surgery of the 
Cord and Spinal Roots (Sur 46 cas de chirurgie 
de la moelle et des racines rachidiennes). Bull. et 
mém. Soc. nat. de chir., 1924, 1, 470. 


In Leriche’s forty-six cases there were six deaths. 
In the twenty-eight which were operated upon since 
the war there were two deaths, one due to a cervical 
tumor on the fourth root, which was not found, and 
the other due to a transverse section of the cord in a 
cancerous morphine addict. 

There were six cases of traumatic fracture of the 
spine with contusion or compression. In four which 
were operated upon early there was operative re- 
covery; in one operated upon after twelve days for a 
shrapnel wound, death occurred from meningitis; 
and in one operated upon after six months for com- 
pression there was siow amelioration of the motor 
symptoms. Leriche concludes that laminectomy 
gives a better chance of recovery than expectant 
treatment and should be performed unless it is con- 
tra-indicated by the general condition. The prognosis 
depends on the extent of the cord injury. 

Twenty-three cases with pain syndromes were as 
follows: tabetic gastric crises, seven; radiculitis, 
three; pachymeningitis, one; neoplastic compression, 
five; neuralgia due to herpes zoster, one; painful 
stumps, four; and erythromelalgia, two. Many of 


the patients were operated upon several times 
(counted as once) with section of eight or nine roots 
on both sides. There were eighteen intradural and 
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two extradural radicotomies, one section of the 
anterior part of the lateral cord, and one transverse 
myelotomy. 

Relief of complex conditions was difficult. In 
tabes the relief was complete for a while, but pain 
usually returned at a new level after six or seven 
months. Leriche, discouraged, temporarily discon- 
tinued the operation, but because of the intense 
suffering of these patients has undertaken it again, 
In radiculitis and neuralgia due to herpes zoster 
the results were excellent if a sufficient number of 
roots were sectioned. In cases of localized pain due 
to compression by a neoplasm, radicotomy gave 
great relief. When the symptoms are diffuse, 
section of the lateral tracts in the anterior part is 
indicated instead of radicotomy. In cases of para- 
plegia with sphincter disturbances, transverse 
myelotomy may be done. In cases of painful stumps 
radicotomy is indicated instead of peripheral neurec- 
tomy or stump resection only when the pain is of a 
severe superficial type. Pain with oedema and trophic 
disturbances calls for periarterial sympathectomy. 
not radicotomy. When indicated, radicotomy should 
be performed before the morphine habit is developed. 
In erythromelalgia, section of the anterior part of 
the lateral tract only decreased the duration of the 
crises; probably the essential! conducting bundle 
was not divided completely. In all pain syndromes 
it is important to perform the proper operation first, 
as every useless intervention aggravates the con- 
dition. 

Three cases of Parkinson’s disease in the series 
reviewed showed little change in the hypertonia and 
rigidity following radicotomy, but the trembling, 
continuous muscular restlessness and abnormal 
sensations were diminished. 

Five cases of spastic paralysis were treated by 
radicotomy. Of four patients with Little’s disease 
subjected to this operation, only two were traced. 
One was able to walk alone without a cane six years 
after the operation. The other shows an appreciable 
diminution of the spasticity but a negative functional 
result. In mild Little’s disease, operation is not indi- 
cated; in severe forms it is useless. Therefore division 
of the obturator nerve with orthopedic treatment is 
preferable. In intermediary forms without cerebral 
damage, radicotomy is beneficial and re-education 
is possible. Seven years after operation in a case of 
spastic paralysis of adolescence with paraplegia and 
irreducible flexion due to meningitis the patient was 
able to walk 5 or 6 kilometers a day. Another patient 
who was bedridden for months with slowly prozress- 
ing sclerosis was rendered able to walk. 

Eight cases of spinal tumors in the series reviewed 
were as follows: lymphosarcoma, one; root tuber- 
culoma, one; root neurosarcoma, two: diffuse angi- 
oma of the pia mater, one; intramedullary glioma, 
one; hydatid cyst of the spine, two. One operative 
death occurred in a case of tumor of the anterior 
part of the cord on the fourth cervical root which 
was not found at operation. In the other cases there 
was operative recovery. In a case of angioma anda 
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SURGERY OF THE 


case of root neurosarcoma satisfactory late results 
were obtained. The surgery of spinal cord tumors 
is very encouraging and is easier and less serious 
than that of cerebral tumors. The prognosis depends 
largely upon the accuracy of the pre-operative 
localization. Wa ter C. Burket, M.D. 


PERIPHERAL NERVES 


Hunter, J. I.: The Significance of the Double 
Innervation of Voluntary Muscle Illustrated by 
Reference to the Maintenance of the Posture 
of the Wing. Med. J. Australia, 1924, i, 581. 


The author calls attention to the presence of non- 
medullated and medullated nerve endings in muscle 
fibers, a fact which has been the subject of con- 
troversy for a number of years. The former are 
thought to originate from the sympathetic system 
and the latter from the cerebrospinal nerves. 
Sherrington’s theories on deafferented muscle tonus, 
both somatic and visceral, are reviewed. 

Referring to Royle’s work on normal, spinal and 
decerebrated animals, Hunter states that the func- 
tion of the sympathetic innervation of voluntary 
muscle is to maintain posture once assumed by fixing 
the muscle fibers at their new length. Cutting of 
the aflerent supply consists in part in severing the 
afierent limb of a sympathetic arc, and the efferent 
limb of such an arc is made up of post-ganglionic 
non-medullated nerve fibers which supply voluntary 
muscle. 

The difference between the deafferented specimen 
and the sympathectomized muscle is that in the 
former the deep tendon reflexes are absent while in 
the latter they are present though less exaggerated 
and without the shortening reaction. In the same 
way the parasympathetic fibers constitute the 
second innervating mechanism of hollow viscera 
and vasodilator fibers cause intermittent dilatation 
of blood vessels. In other words, Hunter believes 
that dual innervation is a general principle. 

When Hunter removed the cervical sympathetic 
chain in a fowl the wing upon that side was found 
drooped in forty-five minutes and still remained 
drooped at the end of five days. 

Loyat E. Davis, M.D. 


Mouchet, A.: Late Paralysis of the Ulnar Nerve 
Following Fracture of the External Condyle of 
the Humerus (Paralysies tardives du nerf cubital a 
la suite des fractures du condyle externe de ’hum- 
érus). Bull. et mém. Soc. nat. de. chir., 1924, 1, 297. 


According to Mouchet, the stages in the patho- 
genesis of late ulnar nerve paralysis are: (1) fracture 
of the external condyle of the humerus in infancy or 
childhood ; (2) cubitus valgus due to the fracture; (3) 
local trauma and fatigue. The paralysis may not 
develop until six, nine, eighteen, twenty-seven years, 
or even longer after the initial trauma. In one of 
Leriche’s cases it did not occur until after thirty-five 
years, and in one of Guibal’s not until after forty- 
four years. 
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In the author’s opinion the cubitus valgus is due 
to a disturbance of osteogenesis rather than the 
ascension of an unreduced condylar fragment. The 
epitrochlear olecranon fossa is narrowed and partial- 
ly filled. With Grégoire, the author believes that the 
ulnar nerve is injured and compressed against the 
inner edge of the epitrochlear olecranon fossa as the 
result of the cubitus valgus when the elbow is in ex- 
tension and the nerve is stretched. 

The methods of treating the paralysis include: 

1. Hygienic and electrical treatment. This is 
suitable in certain mild forms. 

2. Local surgical freeing of the nerve. Mouchet 
regards this as insufficient. 

3. Hollowing out and enlargement of the epitroch- 
lear olecranon fossa. This has not given the hoped- 
for results. 

4. Transposition of the ulnar nerve to the anterior 
surface of the elbow as done by Grégoire, Roux, 
Broca, Mouchet, Leclerc, Miller, and others. In 
cases re-examined after this operation the ulnar 
nerve was painful when the elbow was in extension. 

5. Subcuneiform osteotomy of the humerus. This 
procedure was suggested by the author particularly 
to relieve the cubitus valgus which causes the paraly- 
sis. Without freeing of the ulnar nerve, this method, 
in three cases, resulted in immediate cessation of the 
pain and very rapid amelioration of the paralysis. 
The operative technique is simple and a padded 
bandage applied with the elbow in acute flexion is 
sufficient to obtain union in good position. Recently 
both Sencert and Guibal have reported a case cured 
by this method. 

The author does not deny that good results can be 
obtained by transposing the ulnar nerve to the 
anterior side of the elbow, but emphasizes that 
surgical treatment should be directed chiefly toward 
the valgus deformity, correction of which is necessary 
for recovery from the paralysis. 

Wa tter C. Burket, M.D. 


SYMPATHETIC NERVES 


Wenckebach, K. F.: Angina Pectoris and the 
Possibilities of Its Surgical Relief. Brit. M.J., 
1924, i, 809. 

Angina pectoris is a disease characterized by 
pain of a definite type and typical location which 
comes on in attacks. 

The chronic type of angina is the most common 
form but the disease is comparatively rare. The 
diagnosis can be made from the patient’s sensations, 
the location of the pain, the circumstances sur- 
rounding the onset of an attack, absence of dyspneea, 
the effect of nitrites, and the course of the condition. 

Sensations terrifying to the patient are those of a 
severe chest pressure, a sense of constriction or 
stress, and a tearing, piercing, or burning pain. The 
pain is never the stabbing pain complained of by 
neurotic persons. 

The pain is usually located over the sternum near 
the manubrium. As a rule it radiates into the back 
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opposite the painful point on the front of chest, 
thence to the left shoulder, and thence down the 
inner aspect of the left arm to the wrist or little 
finger. 

Whatever conditions tend to stimulate the heart 
action or raise the blood pressure may lead to an 
attack of angina. 

The absence of dyspnoea in true angina suggests 
that heart muscle weakness is not a cause. 

The favorable action of nitrites is practically 
diagnostic since in no other condition does this drug 
act with such a marked effect. 

Permanent cures are rare, but the patient rarely 
dies in the first attack. Death occurs very often 
with the signs of typical heart failure rather than 
those of angina. 

The second form of angina pectoris, which is rare 
though definite, occurs from coronary embolism. 
The subject is usually a person who was previously 
well or had few signs of cardiac disease. The very 
intense pain is relieved by opiates rather than by 
nitrites. Its radiation is more apt to be atypical 
than that of the more common form of angina. 

Three possible sources of anginal pain are: (1) 
pathological conditions of the heart muscle, (2) 
diseases of the coronary arteries, and (3) diseases of 
the proximal part of the aorta. 

Conditions which tend to diminish the heart out- 
put, such as prolonged auricular fibrillation, are 
inconsistent with anginal pain. 


Three forms of coronary disease commonly asso- 
ciated with anginal pain are: (1) embolism, (2) 
chronic sclerosis or syphilitic narrowing of the 
vessels, and (3) vasomotor spasm. Undoubtedly 
the first of these can produce very severe attacks of 
pain. Phylogenetically, the arteries are direct out- 
ward extensions of the first portion of the aorta and, 
like that vessel, may be the starting point of the 
pain. That chronic sclerosis or syphilitic narrowing 
of the coronary vessels may be the cause of angina 
appears to the author doubtful. It is doubtful also 
whether vasomotor spasm of these arteries is a 
cause since the presence of vasomotor nerves in the 
heart has not been demonstrated. Adrenalin inject- 
ed into the circulation produces a vasodilatation of 
the aorta and coronary arteries presumably through 
an increase in the arterial tension. 

All of the peculiar features of angina pectoris are 
explained best by disease of the proximal portion of 
the aorta. Factors which cause greater filling of the 
aorta and increase the stress on its walls will give 
rise to pain so long as the heart is equal to the in- 
creased task. 

Surgical intervention is justifiable in spite of its 
risks. Section of the depressor nerve of the heart, 
a branch of the vagus, has given lasting relief from 
anginal attacks. The relative value of this operation 
as compared with section of the sympathetic trunk 
is yet to be determined. 

P. VAN WAGENEN, M.D. 
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SURGERY OF THE CHEST 


TRACHEA, LUNGS, AND PLEURA 


Caussade, G., Rosenthal, G., and Surmont, J.: A 
Case of Pulmonary Gangrene Treated by 
Tracheofistulization (Un cas de gangréne pul- 
monaire traité par la trachéo-fistulisation). Bull. et 
mém. Soc. méd. d. hép. de Par., 1924, 3 s. xl, 410. 


The case reported was that of a 33-year-old man. 
Eight and a half years before the patient was seen by 
the authors, he began to have attacks of coughing 
associated with chills and the expectoration of thick 
sputum. During a period of three years the condition 
progressed, with periods of remission, to a bilateral 
pulmonary gangrene complicating bronchiectasis. 
During a period of eight years various treatments 
were tried without result—intratracheal injections 
of 5 c.cm. of 1:10 gomenol for ten days by the 
supraglottal route, autogenous vaccine, 30 c.cm. of 
anti-gangrene serum for six consecutive days, 20 
drops of tincture of garlic for sixteen consecutive 
days, and 0.15 gm. of arsenobenzol every four days 
for thirty days. Pneumothorax was contra-indicated 
because the lesion was bilateral. The cough, foetid 
expectoration, and pain in the lower part of the right 
side of the chest increased, and the general condition 
became extremely poor. The syndrome included 
emaciation, septic fever, albuminuria, weakness, 
diarrhoea, oedema of the legs, loss of appetite, pal- 
pitation of the heart, a rapid pulse, clubbing of the 
fingers, and enlargement of the liver and spleen. 

Under local anesthesia, tracheofistulization with 

the introduction of an indwelling silver cannula re- 
sembling a tracheotomy tube was done in order to 
make it possible to introduce the drugs directly into 
the numerous bilateral bronchiectases and associated 
gangrenous cavities; to maintain the gangrenous 
areas under the constant action of suitable drugs; 
and to render unnecessary the repeated traumata 
produced by supraglottic and infraglottic injections. 
The small size of the cannula, which was usually 
closed with a stopper, left a sufficiently permeable 
trachea so that most of the discharge was expecto- 
rated by mouth. 
_ The trachea was always anesthetized for the in- 
jections by alternate or successive injections of 2 
c.cm. of 2 per cent novocaine, novocainized oil (1: 40) 
ori to 5 per cent allocain. A dose of 36 c.cm. was 
sometimes divided into six injections given at inter- 
valsof from two to three minutes. Often the trachea 
remained tolerant over the three-minute periods 
without anesthetization. Later it was found of ad- 
vantage to incorporate the anesthetic in the oil. The 
various oils used in turn were gomenol, vioform oil, 
and lipiodol. At first the quantity injected was 5 or 
6c.cm., but during the last fifteen days it was varied 
from 20 to 4o c.cm. : 


The injections were made every two to four days. 
They did not cause dyspneea, marked tachypnoea, or 
hemoptysis. Sometimes the oils were mixed; for ex- 
ample one part vioform oil to three parts lipiodol. 
X-ray examination made immediately after an in- 
jection of 15 c.cm. of lipiodol revealed the oil in the 
bronchial dilatations as small opaque islands. At the 
end of forty-eight hours these had disappeared. 

The treatment was ultimately very well tolerated 
but in the beginning, when the patient was emaci- 
ated, it caused lassitude, depression, intense dia- 
phoresis, and several four-minute attacks of convul- 
sive coughing followed by abundant expectoration 
and vomiting, especially when the cannula stopper 
was removed. In time, these phenomena ceased, the 
foetid odor of the breath became less marked, the 
foul sputum decreased from 900 to 250 c.cm., the 
fever fell, the patient’s weight increased, the general 
condition improved, and the bacterial flora of the 
sputum decreased. Renal function was undisturbed. 
The cannula was well endured and caused no ulcera- 
tion. Iodide of lipiodol was obtained in the urine and 
sputum eight hours after an injection. 

When the cannula was removed at the end of one 
month, the benefits of the tracheofistulization per- 
sisted for twelve days, but the condition then again 
became poor and death occurred at the end of two 
months. 

At autopsy the upper two-thirds of both lungs 
showed bronchiectatic cavities and general sclerosis. 
The left lower lobe was hepatized, green, and speckled 
with black spots. The base of the right lung con- 
tained friable, black, putrid material and one cavity 
the size of a nut. The lung lobes were obliterated by 
adhesions. There was no pleural effusion or tubercu- 
losis. The right side of the heart was dilated. The 
liver and spleen showed amyloid degeneration. The 
opinion is expressed that the patient would have sur- 
vived longer if the tracheofistulization had been con- 
tinued. 

In conclusion the authors state that the method 
should be tried in suitable cases. It is indicated in 
cases of bilateral pulmonary bronchiectasis with 
sclerosis and cachexia in which the surfaces to be 
treated are accessible only by way of the trachea. 
Only oil injections should be used. 

Watter C. Burkert, M.D. 


Guibal, L.: The Surgical Treatment of Chronic 
Bronchial Dilatation: Four Cases (Sur le 
traitement de la dilatation bronchique chronique: 
quatre observations personelles). Bull. et mém. Soc. 
nat. de chir., 1924, 1, 312. 


The operative procedures used in the treatment of 
bronchiectasis are: (1) artificial pneumothorax for 
compression of the lung; (2) pneumotomy for drain- 
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age of the cavities; and (3) excision of the diseased 
lung tissue by lobectomy or pneumectomy. 

The choice of operation depends upon the extent 
and site of the disease. A bilateral lesion is not suita- 
ble for operative treatment. A unilateral plurilobar 
lesion sometimes may be ameliorated but cannot be 
cured. In the unilobar forms, especially those of the 
left lower lobe, excellent results are obtained from 
operation. 

The dilated bronchi are submerged in sclerotic 
tissue deprived of vitality, are covered by many 
layers of cells which are markedly changed by 
chronic inflammation and in many areas resemble 
epidermis, and are complicated by numerous di- 
verticuli. Hence bronchiectasis is not curable by 
pressure or drainage. The common failure of opera- 
tions other than complete extirpation by lobectomy 
is explained by the microscopic anatomy. Total 
lobectomy is indicated when the disease is limited to 
a single lower lobe. It is advisable also when only a 
part of a lobe is affected as it is much simpler and 
safer than partial resection. In_ bronchiectasis 
limited to the upper lobe, where section is serious, 
Tuffier’s procedure of stripping away the parietal 
pleura with permanent compression of the lung may 
be substituted. Because of the high mortality, 
pneumectomy of an entire diseased lung should 
be abandoned for palliative collapse therapy by 
pneumothorax or thoracoplasty. 

Artificial pneumothorax is usually easy to establish, 
and when the pleura is free compresses the lung to 
the depth. When the union is total or the lung ad- 
heres to the wall, compression is not realizable. In 
suitable cases pneumothorax greatly ameliorates the 
disease, diminishes the expectoration, lowers the 
temperature, and relieves the general condition. The 
insufflation must be repeated indefinitely at inter- 
vals of ten or twelve days because resorption of the 
nitrogen leads to re-expansion of the lung with re- 
turn of the attacks. The author reports a case of 
left lower lobe bronchiectasis which was temporarily 
relieved by artificial pneumothorax but had a fatal 
termination when the inflation was not maintained 
and the attacks returned. 

Extrapleural thoracotomy (the procedure of 
Friedrich or Sauerbruch) collapses the lung per- 
manently but less completely than pneumothorax 
and has a considerable mortality. It never cures 
the bronchiectasis, but may ameliorate it. The 
author reports a case of bronchiectasis of the left 
lower lobe in which a Brauer-Friedrich subtotal 
thoracoplasty gave a negative result and death re- 
sulted from brain abscess. 

Pneumotomy is suitable only for the drainage of 
large bronchial dilatations which are few in number 
and cause retention with sepsis or are complicated 
by abscess or gangrene. Only temporary ameliora- 
tion results; prolonged drainage never leads to 
cicatrization of the pockets. If healing occurs, the 
condition was simple abscess, not bronchiectasis. 
When the bronchiectases are numerous, small, and 
alveolar with strictured outlets, pneumotomy is 


INTERNATIONAL ABSTRACT OF SURGERY 


futile. The dangers of pneumotomy are hemorrhage, 
subcutaneous emphysema, and gangrene of the 
thoracic wall which becomes infected by the bronchi. 
ectatic organisms. The author reports a case ip 
which pneumotomy performed for a middle right 
lobe bronchiectasis with three large cavities was 
followed by fatal massive gangrene of the chest wall, 
Lobectomy for unilobar bronchiectasis may be 
done either in one stage (Lilienthal) or in two stages 
(Robinson). Lilienthal opens the entire seventh 
intercostal space and spreads the ribs widely, jj 
necessary with paravertebral section of two or three 
ribs. He then frees the diseased lobe, ties the pedicle 
with silk, brings the ribs together, and establishes 
dependent drainage. The dangers of lobectomy are 
secondary infection of the pleura and pericardium; 
loosening of the pedicle ligature with haemorrhage: 
suffocating pneumothorax; shock; mediastinal en- 
physema; and bronchopneumonia. In the author's 
opinion, a two-stage lobectomy is more prudent. In 
the first or extrapleural stage, performed under 
regional anesthesia, the sixth, seventh, and eighth 
ribs are resected from behind in the axillary line and 
the intercostal pedicles are ligated. The U-shaped 
flap is then replaced. Eight days later the second 
or intrapleural stage of the operation is performed. 
Regional anesthesia is found insufficient. Most 
surgeons use a differential pressure apparatus with 
general anesthesia, but this suppresses the cough 
reflex and increases the danger of asphyxia when 
the pus erupts into a large bronchus during the 
pleural incision or the freeing of the lobe. Tufiier, 
Kuettner, Duval, and others have reported deaths 
from asphyxia on the table. Therefore Guibal per- 
forms lobectomy under spinal anesthesia. The 
patient does not suffer, the cough reflex is preserved 
so that from 150 to 200 gm. of pus may be expelled 
at one time when the lobe is freed, and shock is 
absent. The U-shaped flap is lifted, the pleura is 
incised along the quadrilateral line of the rib re- 
section, the lobe is freed, adhesions of the healthy 
lung are protected or repaired if they are injured, 
the pedicle is clamped, and the lobe is divided at « 
considerable distance from the clamp. The clamp 
becomes spontaneously detached and is removed by 
about the ninth day. Lobectomy should never be 
done on a free pleura. Adhesions limit the pleural 
infection and decrease the danger of mechanical 
disturbances and of pneumothorax with traumatic 
apnoea. If adhesions are absent, their formation 
should be stimulated by means of iodine and gauz 
and operation should be delayed eight days longer. 
The author reports a case of left lower lobe 
lobectomy performed in two stages. Morphine and 
scopolamine were given and spinal anesthesia was 
induced with 15 c.cm. of novocaine introduced 
through the fourth lumbar interspinous space. With 
the patient lying on his right side, the seventh, eighth 
ninth, and tenth ribs were resected under the U- 
shaped incision. The patient maintained a 
color and pulse rate, talked to the surgeon, a0 
after the operation desired to walk back to his room. 
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Today, two years after the operation, he has only 
a slight cough and occasional expectoration. The 
author regrets that he did not treat his two other 
cases of unilobar bronchiectasis by lobectomy. 

Wa tter C. BurKET, M.D. 


Zadek, I.: Combined Surgical Treatment of Pul- 
monary Tuberculosis: Section of the Phrenic 
Nerve and Pneumothorax (Zur kombinierten 
chirurgischen Behandlung der Lungentuberkulose: 
Phrenicusexairese und Pneumothorax). Med. Klin., 
1923, Xix, 1014. 

For the treatment of pulmonary tuberculosis the 
author recommends combining section of the phrenic 
nerve with pneumothorax or thoracoplasty. If ex- 
cessive pressure is avoided, as is now always the case, 
the paralyzed diaphragm does not relax, that is, does 
not sink, when gas is injected and the lung is further 
compressed even when there is inspiratory or ex- 
piratory positive pressure in the pleural space and 
when there are band-like adhesions or not too ex- 
tensive flat adhesions. On the right side the advance 
of the liver, a solid organ, tends to increase the effect, 
while on the left side the stomach is relieved whereas, 
when pneumothorax is done alone, gastric function is 
frequently compromised by the sinking of the dia- 
phragm, this causing at least disagreeable sensations 
with loss of appetite. 

When only a relaxation pneumothorax is possible 
on account of adhesions there may be a transitory or 
persistent lowering of the diaphragm on the repeated 
injection of gas. This may occur even when there are 
indurations or multiple flat adhesions or when the 
lung is suspended by apical and basal adhesions. It 
is particularly apt to be the case on the left side, 
especially when, in the presence of adhesions in the 
region of the upper lobe, the pulmonary vesicle 
presses upon the diaphragm. Even in such cases, 
however, the influence of the partial pneumothorax 
on the further course of the disease is almost always 
distinctly favorable, and the associated section of 
the phrenic nerve affords the free play which is so 
desirable, as the mediastinum is protected against 
excessive pressure by relaxation of the diaphragm. 

Since the author has been using the combined 
method of treatment he has seen no case of displace- 
ment of the mediastinum by the pneumothorax. 
The high position of the diaphragm usually results in 
a considerable diminution in the volume of the 
pleural space, so that the amount of gas necessary 
for filling is always less than in simple pneumothorax. 
The paralysis of the phrenic nerve and consequent 
change in the respiration result in a decrease of the 
movement on the diseased side with slower absorp- 
tion of the gas introduced. 

The author has used atmospheric air exclusively 
or many years. The intervals between injections 
may be from a quarter to a third longer than when 
pneumothorax alone is employed, and the quantity 
of gas may be considerably diminished. The appear- 
ance of an exudate is much less frequent with the 
combined treatment than with simple pneumothorax. 
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The operation itself is slight and may always be 
carried out under local anesthesia. Its disadvan- 
tages when compared with its advantages are too 
slight to be worthy of consideration. The paralyzing 
of the diaphragm may be undertaken at any stage of 
the pneumothorax, but in general it is best to section 
the phrenic nerve before establishing the pneu- 
mothorax. 

In conclusion the author draws attention to the 
psychological and social aspects of the method. 
Many patients, finding themselves unable to con- 
tinue treatment by pneumothorax over the long 
period necessary, give it up too early with dis- 
astrous results. The combined treatment is less bur- 
densome to those who have become able to take 
up an occupation as it necessitates less frequent in- 
terruption of their work. Moreover, if the patient 
discontinues the treatment, the dangers attendant 
on too early expansion of the lung are lessened by the 
paralysis of the diaphragm which, once established, 
is permanent. CREITE (Z). 


Bronfin, I. D.: Pitfalls in the Diagnosis of Primary 
Carcinoma of the Lung. Colorado Med., 1924, xxi, 
155. 

Cases of pulmonary malignancy are frequently ad- 
mitted to sanitoria with the diagnosis of tuberculosis. 
From a review of the literature, the conclusion is 
drawn that primary pulmonary carcinoma is in- 
creasing. This may be due to improved methods of 
diagnosis or to an increase in respiratory infections. 
That tuberculosis and pneumoconiosis are etiological 
factors in malignancy of the lung is questionable. 

Grossly there are three types of pulmonary 
carcinoma: the nodular, the infiltrating, and the 
miliary. The most common symptoms are dyspnoea, 
pain in the chest, and blood-tinged sputum, but 
these are vague. The physical findings are also in- 
definite. The laboratory is of little aid in the diagno- 
sis. Negative sputum examinations do not exclude 
tuberculosis. Typical cancer cells are rarely found. 
In the roentgenogram carcinoma produces homo- 
geneous shadows which are wedge shaped with the 
apex pointing toward the hilum and surrounded by 
a hazy zone. The presence of scattered nodules of 
varying size in any part of the lung without a sur- 
rounding zone of inflammation indicates metastatic 
malignancy. 

The author cites three cases which illustrate the 
more common errors in diagnosis. In the first, which 
was diagnosed as aortic aneurism, autopsy showed 
an adenocarcinoma in the upper lobe of the left lung. 
The second case was diagnosed as pulmonary 
tuberculosis. The third was a metastatic adeno- 
carcinoma secondary to a cerebellopontile angle 
tumor which had been diagnosed as pulmonary 
tuberculosis. 

The following conclusions are drawn: 

1. Primary carcinoma of the lung is more com- 
mon than is generally believed. 

2. Any chronic inflammatory condition may be 
an inciting factor. 
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3. Influenza may be a factor responsible for the 
increased incidence of the disease. 

4. There is no symptom or sign characteristic of 
the disease in the early stages. 

5. In doubtful cases malignancy should be sus- 
pected when distinct physical signs of pulmonary 
tuberculosis are absent. MERLE H. Hoon, M.D. 


Fraser, J.: The Treatment of Empyema in Chil- 
dren. Edinburgh M. J., 1924, n.s. xxxi, Tr. Med.- 
Chir. Soc. Edinburgh, 145. 


The author reports upon seventy cases of acute 
empyema in children. The comparative rarity of 
empyema in childhood is indicated by the fact that 
the condition was found in only fifteen of every 1,000 
surgical cases in the series studied. The incidence of 
empyema following acute lung infections was as 
follows: after lobar pneumonia, fifteen cases, 21 per 
cent; after bronchopneumonia, thirty-eight cases, 54 
per cent; and after influenzal pneumonia, seventeen 
cases, 24 per cent. 

The higher incidence of the condition following 
bronchopneumonia is explained by the facts that 
this type of pneumonia affects the debilitated child 
and that as the process is diffuse and the barriers are 
less complete than in the other types of pneumonia 
there is greater opportunity for the infection to ex- 
tend to the surface and especially to 'the fissures 
where empyema usually begins. 

Bacteriological study of the seventy cases re- 
viewed revealed the pneumococcus in fifty-three 
cases and the streptococcus in seventeen. The type 
of the infecting organism is intimately related to the 
ultimate prognosis, as in the fifty-three pneumococ- 
cus cases the average mortality was 6 per cent while 
in the seventeen streptococcus cases it was 24 per 
cent. 

The treatment must be based on: (1) the general 
condition, (2) the type of infecting organism, and 
(3) the presence or absence of adhesions between the 
visceral and parietal pleure. The presence of ad- 
hesions can usually be determined by X-ray exami- 
nation, but as in a certain group of cases this is in- 
conclusive, manometer readings of the intrapleural 
tension are more satisfactory. Cases of empyema 
may be divided into: (1) those in which the effusion 
is localized by surrounding adhesions and the 
organism usually present is the pneumococcus, and 
(2) those in which the effusion is widely distributed 
because of the comparative absence of adhesions, 
and the common infecting organism is the strep- 
tococcus. These two groups must be treated by 
different methods. In cases of Group 1, Fraser 
opens freely into the infected pleural cavity either 
by rib resection or by intercostal thoracotomy and 
effects thorough evacuation of the contents, pus and 
fibrin. He then establishes closed drainage by intro- 
ducing a small tube to the most dependent part of 
the cavity and closes the original wound completely. 
The end of the drainage tube is placed in a vessel 
containing a weak antiseptic solution. The advan- 
tages of this method are that it permits full exposure 
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of the cavity, thorough cleansing of the interior, free 
dependent drainage, and gradual disappearance of 
the pneumothorax. The original wound usually heals 
by first intention. The drainage tube is kept in 
place for from fourteen to twenty-one days. 

For cases of Group 2, without adhesions between 
the visceral and parietal pleura, Fraser: advises 
aspiration for four or five days until adhesions have 
formed. Previous to the formation of adhesions, 
opening of the chest is attended with considerable 
danger of massive collapse. After the formation of 
adhesions, the procedure and the after-treatment 
are the same as in cases of Group 1. In conclusion 
the author states that he does not approve of the use 
of aniline dyes for the irrigation of serous cavities, 
and that the use of hypochlorous acid on the Carrel- 
Dakin principle is not adaptable for the irrigation of 
empyema cavities in children. 

SHirLEy C. Lyons, M.D. 


CSOPHAGUS AND MEDIASTINUM 


Souttar, H. S.: A Method of Intubating the 
Csophagus for Malignant Stricture. Bri!. 
J., 1924, i, 782. 


In cases of oesophageal cancer, dysphagia is an 
indication for immediate intubation as it may be 
followed suddenly by total obstruction. The author 
has successfully treated several cases in which total 
obstruction of liquids had been present for three or 
four days. As the metastasis of oesophageal cancer 
occurs slowly and late, Souttar considers obstruction 
the most dangerous factor until the growth perfo- 
rates the mediastinum, the pleura, a bronchus, or a 
large blood vessel. 

To relieve obstruction with its fatal consequences, 
a flexible metal tube is inserted through the stricture 
to canalize or intubate the obstruction. This tube 
is a close spiral of German-silver wire expanded at 
the upper end. It is extremely flexible, incompres- 
sible, and very light, and occupies little space. Food 
does not adhere to it, and if it is gilded, the metal 
does not turn black. It is made in three sizes. The 
largest is 3 in. long by ro mm. in diameter, and the 
smallest, 23 in. long by 6 mm. in diameter. 

The tube is inserted through the cesophagoscope 
after the stricture has been dilated slowly to 8 or 10 
mm. by means of bougies. A small bougie passed 
through the stricture serves as a guide for the inser- 
tion of the tube of proper size. The position of 
the tube is verified immediately by means of the 
cesophagoscope and later by means of the X-ray. 
A slightly bent tube may be placed in a cardiac 
stricture, but the stomach will expel a straight tube 
from the cardiac orifice. 

The tube is well retained, does not cause ulcera- 
tion of the cesophageal wall, and may be left in place 
indefinitely. If it becomes displaced, it may be re- 
placed readily. The patient is not conscious of its 
presence, is able to swallow properly masticated 
food, rapidly regains strength and general health, 
and is completely relieved of disturbances caused by 
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obstruction. A patient admitted to the hospital in 
extremis was discharged forty-eight hours after in- 
tubation, able to swallow easily and appearing 
much better. 

The results of this treatment have far exceeded 
expectations. The author prefers the method to 
gastrostomy or the use of Symond’s tubes or Hill’s 
probe to maintain the lumen of a dilated stricture. 

Watter C. Burkert. M.D 


Quick, D.: Some Considerations in the Treatment 
of Carcinoma of the (sophagus. Am. J. 
Roentgenol., 1924, xi, 383. 

Up to the present time carcinoma of the cesopha- 
gus has been fatal in practically every case. The 
histologic type of the growth indicates that it is 
extremely resistant to every form of treatment, 
even when it is situated in a most accessible location. 
Squamous-cell carcinoma of the oesophagus is par- 
ticularly formidable. 

A diagnosis of malignant disease of the cesophagus 
is practically never made before the growth has 
extended beyond the cesophageal wall. The initial 
symptom is usually dysphagia. This is due either to 
constriction of the lumen by an infiltrating annular 
growth or to occlusion by a bulky papillary neoplasm. 

Ewing calls attention to the anomalies of structure 
of the esophageal mucosa and to the canals extend- 
ing into the submucosa and even to the muscular 
coat, which are due to incomplete separation of the 
esophagus and trachea at an early stage of em- 
bryonic development. It is probable that the disease 
frequently originates in these canals and is well 
advanced before it produces constriction or surface 
ulceration of the mucosa. 

The presence of dysphagia with or without any of 
the later symptoms (pain in the back, cough, 
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hemoptysis, etc.) or the presence of the later symp- 
toms even without dysphagia should be regarded 
as an indication for an immediate roentgen ex- 
amination. If the roentgen examination suggests 
an obstruction, the next step should be a direct 
examination with the cesophagoscope. If the ob- 
struction is due to carcinoma, the neoplasm can 
readily be recognized in the gross, but a section 
should be taken for microscopic examination. Some- 
times a smaller instrument can be passed through 
the stricture to determine its lower limits and its 
relations to the oesophageal wall throughout. If 
the obstruction is due to external pressure, valuable 
information can be obtained as to its origin. The 
author has examined cases showing roentgen evi- 
dence of probable cesophageal carcinoma which 
proved ultimately to be an aneurism of the aorta, 
partial calcification of the aortic arch, a new growth 
of the substernal thyroid, an early mediastinal 
lymphosarcoma, or cardiospasm. He has also taken 
sections from growths at the lower end of the 
cesophagus which proved to be adenocarcinoma, this 
indicating that the oesophageal involvement was 
secondary to a primary gastric cancer. 

The treatment of carcinoma of the cesophagus can 
be only palliative. The best results are obtained 
by combining an early gastrostomy by the Janeway 
method with external radiation given preferably 
with high-voltage roentgen rays. The intra-cesoph- 
ageal application of radium, preferably in small 
repeated doses, is indicated to control ulceration and 
local bleeding, but has little influence on the progress 
of the disease. Heavier intra-cesophageal applica- 
tions produce a severe local reaction with consequent 
swelling of the surrounding tissues and sometimes 
with sloughing which tends to increase rather than 
relieve the obstruction. Joun L. Dies, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Farr, R. E.: Pneumoperitoneum as an Aid in the 
Diagnosis of Hernia. J. Am. M. Ass., 1924, lxxxii, 
1774. 

Pneumoperitoneum is of value in rendering visible 
the contents of a hernial sac and showing their nature, 
reducibility, adherence, size and shape. It reveals 
also “potential hernia,” that is, patency of the 
funicular process without actual protrusion. The 
applicability of this procedure in industrial surgery 
is suggested. L. M. ZimMeRMAN, M.D. 


Cooke, A.: Lymphaticostomy in Peritonitis. Brit. 
M.J., 1924, i, 1048. 


It has been suggested that opening and draining 
the thoracic duct may assist surgical measures in 
serious cases of general peritonitis. Costain went 
far to prove that the chief cause of the toxemia in 
peritonitis is the flow of toxic lymph into the left 
subclavian vein. The author reports a case of gener- 
al peritonitis following perforation of the appendix. 
The pre-operative diagnosis was acute abdomen. 
The small intestine was acutely inflamed and dis- 
tended and a small amount of pus was found. The 
appendix was removed and the abdomen closed 
without drainage. The junction of the internal 
jugular with the left subclavian vein was then ex- 
posed and the thoracic duct isolated, ligated off from 
the vein, slit up, and stitched to the skin. 

On the first day after the operation the patient’s 
condition was much worse. On the fourth day the 
distention was decreasing and there was a consider- 
able discharge of chyle from the neck. On the 
eighth day the distention had disappeared. A dis- 
charge of pus from the abdominal wound was then 
followed by a sudden diminution in the discharge of 
chyle. The patient left the hospital on the twenty- 
fifth day after the operation, convalescent and with 
both wounds healed. Cart D. NEwuotp, M.D. 


GASTRO-INTESTINAL TRACT 


Sauer, L. W.: Pyloric Hypertrophy in Hypertrophic 
Pyloric Stenosis. Am. J. Dis. Child., 1924, xxvii, 
608. 


A number of investigators doubt the occurrence 
of an increase in the muscle layer in cases of hyper- 
trophic pyloric stenosis in spite of the fact that 
macroscopic examination of the pylorus, accurate 
measurements of the diameter of the muscularis, and 
cytologic study of the muscle cells and their nuclei 
tend to,prove the presence of hypertrophy in 
stenosis. 

Sauer has attempted to furnish additional proof 
of hypertrophy. Wax models were prepared of the 


muscularis of the pylorus of two infants of the same 
sex, approximately the same birth weight. and 
practically the same age at the time of death. A 
comparative study of these two wax models showed 
that the lumen of the normal control model was 
somewhat funnel-shaped while that of the stenosis 
model resembled the letter X. The plane of the 
lumen of the control model was horizontal while 
that in the stenosis model was horizontal, vertical, 
and horizontal. 

The fact that the wax model of the normal 
muscularis weighed 3,000 gm. and that of the 
stenosis weighed 6,050 gm. is regarded by the author 
as further evidence of a genuine and marked hyper- 
trophy of the muscularis. Joun W. Nuzum, M.D. 


Willerding, H. J.: Tuberculosis of the Stomach 
(Ueber die tuberkuloese Erkrankung des Magens). 
Arch. f. klin. Chir., 1924, cxxviii, 109. 

The author reports seven cases of tuberculosis of 
the stomach—one in which the condition was found 
at operation and six in which it was discovered at 
autopsy. The lesser curvature was affected in six 
cases and the fundus in one. Multiple lesions were 
found four times; in some of these there were as 
many as twenty. In five cases the condition was of 
the ulcerative type and in two of the hypertrophic 
type. In none of the six in which it was discovered 
at autopsy was its presence suggested by the clinical 
picture. In one the diagnosis made during life was 
malignant pyloric stenosis with glandular metastases; 
the tuberculous nature of the disease was revealed 
only by microscopic examination. 

To date, ten similar cases have been reported in 
the literature. Since in a large number of cases of 
resection of the stomach a microscopic examination 
is omitted, the author believes that some of the 
cases of supposed carcinoma of the pylorus in which 
resection gave excellent results were in reality cases 
of gastric tuberculosis. HEtter (2). 


Rendich, R. A., and Connors, J. F.: A Study of the 
Pressure Hour-Glass or Cascade Stomach, Its 
Natural and Experimental Production; with 
Case Reports. Surg., Gynec. & Obst., 1924, *xxvill, 
771. 

The terms “pressure hour-glass” and “cascade” 
have been applied to the gastric deformity in which 
the posterior wall of the pars cardica forms a definite 
pouch and becomes distended before the gastric con- 
tents descend to the lower pole and the rest of the 
stomach fills from the overflow of this pouch. 

The pressure hour-glass stomach causes a group of 
symptoms which are more characteristic than those 
of any other abnormality of the gastro- intestinal 
tract. Complaint is made of a sense of distress in the 
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jateral and posterior portion of the left hyperchon- 
drium. In some cases this is described as pressure 
and in others as distention. The sensation is con- 
tinuous for a time, aggravated by constipation, and 
relieved by the expulsion of flatus or the evacuation 
of colonic contents. It is due to the distention of the 
splenic flexure. After meals, eructations and regurgi- 
tation of food are common and cardiac palpation may 
occur. 

The authors’ experiments and investigations on 
the cause of cascade stomach indicate that the de- 
formity is the result of retrogastric pressure which 
causes forward displacement of the mobile portion 
of the vertical arm of the stomach from the firmly 
fixed cardia. The source of such pressure is usually 
the distended splenic flexure. This condition occurs 
independently of any organic lesion of the alimentary 
tract. 

Since the X-ray appearance of the gastric de- 
formity simulates that of the true hour-glass stomach 
and since the cause is pressure, the term “pressure 
hour-glass stomach”’ is suggested as most descriptive. 

The condition represents a definite clinical entity. 
The treatment should be directed to the colon rather 
than the stomach. | Howarp A. McKnicut, M.D. 


Deaver, J. B.: Chronic Peptic Ulcer. Boston M. & 
S. J., 1924, cxc, 776. 


It is becoming more generally recognized that 
ulcer is due to more than one factor. A lesion of the 
stomach is far more serious than a lesion of the 
duodenum because it is less certain to be diagnosed, 
it has a greater tendency to undergo carcinomatous 
changes, and it requires more complicated surgery 
for its radical treatment. 

Virchow’s theory attributing ulcer of the stomach 
to occlusion of one of the gastric arteries is proved 
incorrect by the free anastomosis of the artery which 
precludes the possibility of the formation of an 
embolus sufficient to cause the local anemia neces- 
sary for ulceration or erosion. Rokitansky was the 
chief advocate of the theory that ulcer is due to a 
disturbance in the venous circulation which favors 
intestinal haemorrhage, affects the mucosa and sub- 
mucosa, and produces an area of lessened resistance. 
The theories most generally accepted today are 
those attributing the lesion to infection and altera- 
tion of the gastric secretion. 

The theory attributing the lesion to infection has 
been elaborated and convincingly proved by the 
research of Rosenow. Clinical experience has shown 
that there is a very large number of cases in which 
the focus responsible for an ulcer is situated in the 
appendix. Rosenow’s demonstration of the elective 
affinity of streptococci is further confirmation of the 
infection theory. 

It is probable that hyperacidity usually precedes 
the ulcer and prepares the tissues for the action of 
whatever secondary factors may be involved in the 
pathogenesis of the chronic lesion. 

The outstanding symptoms of ulcer are a burning, 
gnawing, sticking, or colicky pain which occurs at 


rather regular intervals after meals, is always located 
in the epigastrium, often radiates, and is frequently 
relieved by food or alkali. The relation of the pain 
to the ingestion of food may help in the localization 
of the lesion. According to Moynihan, the sequence 
“food, comfort, pain, comfort” means gastric ulcer, 
while the sequence “food, comfort, pain” means 
duodenal ulcer. The former shows the quadruple, 
and the latter the triple, rhythm. The periodicity of 
the attacks and the state of well-being between them 
are characteristic of peptic ulcer. A negative X-ray 
examination is not reliable when a positive history is 
given. 

Gastric ulcer is more difficult to diagnose than 
duodenal ulcer. The chief symptoms and signs of 
gastric ulcer are pain, hematemesis, and vomiting. 
In duodenal ulcer, the blood lost is more apt to 
appear in the stools and hyperchlorhydria is more 
common. An “ulcer” that cannot be demonstrated 
at operation by touch and sight is not an ulcer. 

Medical treatment cannot cure chronic ulcer. 
The reason is evident when an excised ulcer is in- 
spected. Very often there is an associated appendi- 
citis or cholecystitis which renders medical treat- 
ment even more impotent. 

An unhealed ulcer is an irritant favoring cancer. 
In the Mayo Clinic, 54 per cent of the cancers 
excised have developed on an ulcer base. The cor- 
responding figure in the Lankenau Clinic, Philadel- 
phia, is 30 per cent. Duodenal ulcer is less apt to be 
followed by malignancy than gastric ulcer, but 
causes perforation in from 20 to 4o per cent of the 
cases and hemorrhage in ro per cent. 

The immediate conditions most dangerous to life 
in cases of ulcer are acute perforation, hemorrhage, 
and subacute perforation. In very early cases of 
acute perforation the prognosis is good if operation 
is performed, but very unfavorable if operation is 
not performed. Hemorrhage is very serious and 
often rapidly fatal. 

The surgical treatment depends upon the location 
of the ulcer, the patient’s condition, and the char- 
acter of the ulcer. In cases of small non-adherent 
gastric ulcer upon the lesser curvature not far from 
the pylorus—the usual location of gastric ulcer— 
excision or cautery perforation with closure is 
usually sufficient. In cases of ulcer in the posterior 
wall, the operation of choice is excision and closure 
through an anterior gastrotomy wound. If there is 
widespread induration on the anterior or posterior 
wall, subtotal gastrectomy is preferable; if the 
induration is near the pylorus, pylorectomy is 
advisable. 

For saddleback ulcer with or without hour-glass 
deformity, sleeve resection alone is done. When the 
ulcer is large and associated with wide induration, 
Deaver does a subtotal gastrectomy with either 
closure of the proximal end of the stomach and a 
posterior gastro-enterostomy or anastomosis of the 
open end of the stomach to the jejunum not far 
from the duodenojejunal junction, the jejunum being 
brought up over the great omentum and the trans- 
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verse colon as practiced by Moynihan. He prefers 
the no-loop method to the long jejunal loop method. 

Ulcer of the posterior wall of the stomach adher- 
ent to the pancreas is best treated by exposure 
through the inter-colo-epiploic route unless there is 
gastroptosis. When gastroptosis is present, the 
route through the lesser peritoneal cavity may be 
chosen. In the treatment of this type of ulcer, it is 
well to follow W. J. Mayo’s method of bringing up 
a free portion of the great omentum and tucking a 
part of it between the stomach wound and the pan- 
creas at the site where the ulcer was attached. 

If there is practically complete pyloric obstruc- 
tion, posterior gastro-enterostomy will suffice. For 
acquired stenosis in cases with a movable pylorus or 

‘a pylorus that can be safely mobilized, the Finney 
pyloroplasty is a splendid operation. Ulcers of the 
cardia, if operated upon early, can be excised, but 
if the area of induration is large, little in the way of 
surgery is possible. 

In a case of small duodenal ulcer on the anterior 
or anterolateral wall, excision or perforation with 
the cautery is advisable. In cases of large ulcers on 
the anterior or anterolateral wall and those of small 
ulcers on the posterior wall, Deaver does a posterior 
gastro-enterostomy or amputates the duodenum 
below the site of induration, removes the pylorus, 
and performs a posterior gastro-enterostomy. In 
the treatment of a large ulcer low down in the duo- 
denum in close proximity to the pancreas he does a 
posterior gastro-enterostomy. 

The treatment of a gastrojejunal or marginal ulcer 
is dependent upon whether the pylorus is patulous 
or not. When the pylorus is occluded or has been 
removed, the procedure of choice is excision of the 
gastro-enterostomy opening, anastomosis of the 
proximal and distal ends of the jejunum, and a new 
gastro-enterostomy or a Roux Y operation. If a 
gastrojejunocolic fistula complicates the picture and 
the opening in the colon cannot be closed by simple 
suture, resection of the affected part of the colon is 
indicated. 

When the pylorus is patulous, simple excision of 
the gastro-enterostomy, closure of the opening in 
the stomach, and union of the proximal and distal 
ends of the jejunum are all that is necessary. In 
cases of jejunal ulcer, excision or cauterization and 
closure of the opening are sufficient if the lesion is 
small, but if the lesion is large and associated with 
induration, resection is required. 

The author does not perform a Billroth operation 
or a gastroduodenostomy. The Finsterer method he 
regards as too much surgery and not entirely physio- 
logical. 

In operations for ulcer, such abdominal foci as a 
diseased gall bladder or appendix should be looked 
for and removed at the same time, if possible. All 
extra-abdominal foci should also be eliminated. 

Surgery gives more cures than any other treat- 
ment. Recurrence of symptoms is very often due to 
lack of proper postoperative care. It is after opera- 
tion that medical treatment has its greatest value. 


Restriction of the diet should be continued according 
to the requirements of the particular case and should 
be determined by the surgeon and internist working 
together. Crayton F. ANDREws, M.D. 


Strauss, A. A.: Longitudinal Resection of the Less- 
er Curvature with Resection of the Pyloric 
Sphincter for Gastric Ulcer. J. Am. M. Ass., 
1924, Ixxxii, 1765. 

After experimental resection of about one-half of 
the pyloric muscle in a group of dogs, the emptying 
time was found to be shortened from 35 to 45 per 
cent, emptying occurred without effort, and _peri- 
staltic waves were shallower than before. Other 
types of pyloroplasties failed to shorten the emptying 
time. 

At a later date longitudinal resection of the lesser 
curvature was performed. The emptying time was 
prolonged from to to 15 per cent, but was still from 
20 to 30 per cent shorter than normal. The stomach 
contractions were normal but shallow, and super- 
ficial waves were seen along the lesser curvature. 
Necropsy revealed an abundant blood supply along 
the lesser curvature, perfect healing, and practically 
normal shape of the stomach. 

In other animals, the mucosa alone or the mucosa 
and muscularis along the Jesser curvature were re- 
moved. After this operation the emptying time did 
not differ from that following resection of the entire 
lesser curvature, a fact which indicated that the con- 
tractions and emptying time are independent of ex- 
trinsic and intrinsic nerve control. Removal of all 
of the musculature of the pylorus and antrum was 
followed by interruption of the peristaltic waves and 
interference with the emptying of the stomach. 

The surgical treatment of gastric ulcer is success- 
ful only if all pathological conditions are removed 
and the stomach empties in a normal or shorter than 
normal time. Gastro-enterostomy fails to meet the 
requirements. Massive resections (Billroth IJ or 
Polya) are objectionable because of their mortality 
and because they needlessly sacrifice from 75 to 85 
per cent of the stomach. Simple excision of the ulcer 
with resection of the pyloric muscle does not remove 
sufficient tissue to prevent recurrence. 

Ninety-five per cent of all ulcers occur on the 
posterior wall of the lesser curvature, and longi- 
tudinal resection removes the ulcer-bearing area. Ii 
sphincter resection and a plastic on the anterior and 
posterior walls are done, the emptying time 's 
shortened below normal, the anatomical and physio- 
logical relations of the stomach and duodenum are 
maintained, and shock and operative mortality are 
considerably less than following massive resection. 

The author has performed twenty-one lesser 
curvature resections with no mortality or subsequent 
symptoms or incapacities. The first one was done 
eight years ago. The emptying time has remained 
from 25 to 35 per cent shorter than normal. Jo pre- 
vent narrowing of the stomach, a plastic was pet- 
formed, a longitudinal incision being made in bot 
walls and closed transversely. Strauss considers this 
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the operation of choice in cases of small ulcers of 
the lesser curvature, especially when there has been 
pylorospasm with thickening of the gastric wall. 

L. M. Zimerman, M.D. 


Christian, H. A.: Some Observations, Largely 
Pessimistic, on the Early Diagnosis of Gastric 
Cancer. J. Am. M. Ass., 1924, Ixxxii, 2011. 


On the basis of an active hospital experience of 
twenty years Christian has come to the conclusion 
that the diagnosis of gastric cancer in the early 
stages. when the lesion is of small size and has not 
formed metastases, is still an impossibility. 

Most cases of gastric carcinoma are diagnosable as 
such on the basis of the history and a careful physical 
examination. Of 4,000 cases admitted for medical 
treatment at the Peter Bent Brigham Hospital, 
Boston, a diagnosis of gastric cancer was made on 
the basis of the history and physical examination in 
seventeen, and the lesion was obviously in an ad- 
vanced stage. In twelve, there was a palpable mass. 

While it might appear that a routine barium-meal 
examination of all patients with gastric symptoms 
might yield a higher percentage of positive diagnoses 
of gastric cancer, the author’s experience in this re- 
spect has been disappointing. Of 110 patients 
presenting a history suggestive of “‘ gastric neurosis” 
or in whom a barium roentgen-ray examination 
showed functional disturbances, no organic lesion 
was found in fifty-seven. In seventeen cases a 
diagnosis of cholelithiasis or cholecystitis was made. 
In another group of thirty cases an ulcer of the 
stomach or duodenum was found. The barium X-ray 
examination is of value chiefly because it reveals 


ulcer and gall-bladder disease; it does not lead to 
the unexpected discovery of early gastric carcinoma. 
Joun W. Nuzvum, M.D. 


Pauchet, V., and Hartmann, H.: Gastrectomy for 
Ulcer-Cancer Secondary to a Balfour Operation 
Done Three Years Previously (Gastrectomie pour 
ulcéro-cancer secondaire 4 une opération de Balfour 
faite trois ans auparavant). Bull. et mém. Soc. nat. 
de chir., 1924, 1, 246. 

The patient, a man 41 years of age, was operated 
upon in 1919 for hemorrhagic ulcer of the lesser 
curvature of the stomach 4 cm. from the pylorus. 
A Balfour transmesocolic gastro-enterostomy was 
done. Immediate relief followed the operation and 
continued for a year. At the end of that time the 
gastric trouble returned as intense as before. 

Examination in 1922 revealed marked hypo- 
acidity and stasis. The X-ray showed that the 
stomach was evacuated partly by the neostomy and 
partly by the pylorus. A gastropylorectomy with 
closure of the duodenum was done. The microscopic 
appearance of the specimen removed was that of 
4 simple callous ulcer, but the histologic diagnosis 
was pscudoglandular epithelioma undergoing colloid 
transiormation and developing at the edges of a 
juxtapyloric ulcer. A year later there were no signs 
of a recurrence. W. A. BRENNAN. 
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Thompson, W. A.: Acute Intussusception in 
Children: Fifty Consecutive Cases. Brit. M. J., 
1924, i, 858. 

Acute intussusception is most common from the 
fourth to the eighth months of life. Sixty-two per 
cent of the cases reviewed by Thompson occurred 
in this period. The most important features are: 
(1) periodic attacks of crying due to acute abdominal 
pain; (2) swelling of the abdomen; (3) vomiting; 
(4) the passage of blood and mucus from the rectum; 
(5) emptiness of the right iliac fossa; and (6) abnor- 
mal quietness of the child. In all of the fifty con- 
secutive cases reviewed there was a history of period- 
ic abdominal colic with associated crying, and in all 
but four, blood was passed by rectum. 

In some cases it may be impossible to palpate the 
intussusception because of its position. In others, 
the nature of the condition may be rendered obscure 
by abdominal rigidity. Unusual quietness of the 
child, a grave sign, is dependent upon toxemia. 
The temperature may not rise at the onset, but after 
the first twenty-four hours it may vary from 100 to 
105 degrees F. 

The author agrees that intussusception is fre- 
quently associated with unusual mobility of the 
cecum and with intestinal disturbances. However, 
in 80 per cent of the cases operated on in the series 
reviewed enlargement of the mesenteric glands in 
the ileocecal region was found. In some of the cases 
these glands were connected with the apex of the 
intussusception by bands. It is possible that the 
enlarged glands may cause traction through these 
bands or through the mesentery on a portion of the 
gut and that the latter permits the gut immediately 
above it to pass down inside of it because it becomes 
relaxed. 

At operation, reduction, if difficult, may be facili- 
tated by firmly squeezing the intussusception after 
wrapping it in gauze wrung out in saline solution. 
In 20 per cent of the fifty cases reviewed, resection 
was necessary. In three of these, recovery resulted. 

J. Frank Dovucuty, M.D. 


Gruber, G. B.: The Pathological Anatomy of 
Duodenal Ulcer (Die pathologische Anatomie des 
Ulcus duodeni). Mitt. a. d. Grenzgeb. d. Med. u. 
Chir., 1923, Supp. iv, 1. 

In a large number of autopsy cases, representing 
all ages. ulcer of the stomach was found more fre- 
quently than ulcer of the duodenum, the relative in- 
cidence being 1.6:1. The great majority of duodenal 
ulcers are formed and heal without causing manifest 
symptoms. There is no evidence that their incidence 
increases at any particular age or is greater in one 
sex than the other. Multiple ulcers and associated 
lesions of the stomach and duodenum are consider- 
ably more common than is generally believed. 

Nine-tenths of all ulcers of the duodenum occur on 
the posterior wall in the upper horizontal portion. 
The descending portion is seldom affected. Ulcers 
on the anterior wall are more apt to lead to perfora- 
tion, and those on the lower portion of the posterior 
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wall (fascia pancreatica), to hemorrhage. The le- 
sion may be round, oval, or quadrate. Sometimes its 
longitudinal axis is horizontal. 

Scar formation, a not-infrequent occurrence, was 
described by Chvosek in 1882, and later by Hart. 
Hart found a scar in forty-two of seventy-two cases, 
Musa found thirty-two scars in twenty ulcers, and 
Holzweissig eighteen scars in fifteen ulcers. Doubt- 
less their discovery was due to very careful in- 
spection of the mucous membrane and recognition of 
the fact that certain pocket formations (diverticula) 
represent cicatricial phenomena. In cases of diverti- 
cula of the duodenal wall, a more or less distinct scar 
is found where the borders unite to forma sort of 
gable. The belief that the entire horizontal portion 
shows longitudinal folds (Schwarz and Holzknecht) 
is not correct as the horizontal folds usually begin from 
2 to 3 cm. from the pylorus. The pocket formation 
is the result of reefing of the mucous membrane by 
the longitudinal folds and of pulsion exerted at the 
somewhat narrowed site by the horizontal folds; it is 
not caused by traction due to external inflammatory 
adhesions. 

Only the superficial ulcers that penetrate no 
further than the submucosa heal quickly and com- 
pletely. Those that penetrate deeper are always 
microscopically demonstrable. The processes are of 
the same nature as those in gastric ulcer except that 
healing gastric ulcers show deep glandular processes 
on their margins which are lacking in Brunner’s 
glands in duodenal ulcer. This may explain the 
difference in the frequency of cancer on an ulcer basis 
in the stomach as compared with the duodenum. 
Cicatricial areas covered by mucous membrane are 
often seen near distinctly fresh ulcerations. These 
represent periods of healing which have been inter- 
rupted by the formation of new ulcerating lesions, 
and are the histological expression of the clinical 
periodicity of the condition. 

True duodenal stenosis is very rare, but a thicken- 
ing of the pyloric musculature is often noted. The 
latter indicates a functional influence on the part 
of this region and may be the cause of the often con- 
siderable dilatation of the stomach. Perforation 
occurs about as often as in the stomach, but cancer- 
ous degeneration is practically never found. The 
tendency of ulcers on the anterior wall to perforate 
led the earlier surgeons to believe that this was 
typical of duodenal ulcers. Perforation of ulcers on 
the posterior wall, located either higher up or low 
and diagonally toward the front, may occur with 
erosion of the blood vessels, causing hemorrhage or 
blocking of the lumina by thrombi. 

The origin and persistence of duodenal ulcers are 
dependent upon the same conditions as the origin and 
persistence of gastric ulcer. An important factor is a 
trophic injury of the mucous membrane, and a con- 
stant factor is the gastric juice with its digestive 
action. No doubt cardiac and vascular changes play 
an important réle since more than 50 per cent of 
persons with duodenal ulcer have endocarditis, 
myocarditis, or mesaortitic atherosclerotic processes 
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or venous stasis of the internal organs. According to 
Hart, lessening of circulatory compensation and 
conditions causing embolism and thrombosis are 
factors. The author does not agree with Hart that 
diseases of the brain and its membranes are of great 
importance in the development of acute peptic ulcer; 
neither has his experience confirmed Bergmann’s 
view regarding the influence of tabes and lead poison- 
ing. Doubtless erosions and ulcers may be caused 


by irritation through the nerves as well as by physi- 


cal and chemical irritation. 

Of the greatest importance are the extent, depth, 
breadth, and localization of the lesion. While ero- 
sions and fresh ulcers heal readily in mucous mem- 
brane which is firm and strips easily because they are 
less exposed to peptic action, this is not the case with 
those less favorably situated. The constitution is of 
greater importance in the origin than in the per- 
sistence of the lesion. Curling’s assertion that fresh 
ulcers very frequently follow extensive burns of the 
skin is supported by a number of cases. 

In the author’s opinion the time required for the 
formation of an ulcer need be no more than froma 
few hours to a few days, depending upon the time 
required for the digestion of the food which has been 
ingested. It is often difficult to judge the age of 
callous ulcers; callous ulcers are extremely rare in 
the duodenum. 

The niche formation seen in the roentgenogram is 
due, in the author’s opinion, to inflammatory swell- 
ing of the mucous membrane on the margin of the 
ulcer. Histologically both the margin and the base 
of the ulcer are characterized by inflammatory proc- 
esses. Peptic influence and inflammatory processes 
react upon each other. Askanazy regarded thrush as 
a pathogenic factor. The author believes with 
Aschoff and his school that important causes of the 
continued irritation of an ulcer are fixation of the 
mucous membrane and movement of the intestinal 
contents. However he is unable to accept the view 
that, on expulsion, the contents of the stomach 
strike the posterior wall of the duodenum and in so 
doing injure its mucous lining. He believes that 
recurrent waves are set up by the chyme which 
enters the duodenum in jets and that these waves are 
arrested at the posterior wall since at this point the 
mucous membrane is firmly attached to the under- 
lying layers of tissue. Ulcers which extend into the 
pyloric eminence lead to thickening and spasm of the 
sphincter muscle, or to insufficiency evidenced by 
complete filling and movement of the first segment 
of the duodenum. 

From the viewpoint of prognosis, there is no im- 
portant difference between duodenal and gastric 
ulcer. (Z). 


Gray, H. T.: The Pathology and Symptoms of 
Duodenal Ulcer. Brit. M. J., 1924, i, 1040. 


The predisposition to duodenal ulcer consists in 4 
relative increase in the normal vagus stimulation 
which establishes increased stomach activity. The 
outstanding cause is tobacco. Factors which may 
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favor duodenal ulceration in cases of hyperactive 
stomach are acid, distention, trauma, infection, and 
possibly alcohol. In cases of hypo-active stomach 
with a closed pylorus these factors are more apt to 
cause a gastric ulcer. 


Cart D. Lp, M.D. 


Rankin, F. W.: Surgery in Duodenal Ulcer. Ken- 
tucky M. J., 1924, xxii, 194. 

A better understanding of ulcer pathology has led 
to closer co-operation between the surgeon and the 
internist and a higher percentage of cures. Today, 
medical treatment yields satisfactory results in a 
larger number of cases of acute and subacute ulcers 
than formerly, but sometimes pathological changes 
occurring over a period of time demand surgical 
intervention. Hemorrhagic ulcer is always surgical; 
that is, the ulcer should be eradicated if the patient’s 
general condition will permit the operation. _ 

Bennett, of Middlesex Hospital, London, has laid 
down the following indications for surgical inter- 
vention: (1) cases with chronic pyloric obstruction, 
(2) cases in which there has been a relapse after one 
thorough medical treatment, (3) cases with a history 
extending over many years, (4) cases with large 
ulcers adherent to surrounding structures, (5) cases 
in which a test meal is retained in the stomach for 
more than three hours, and (6) cases in which, be- 
cause of the patient’s economic position, prolonged 
medical treatment is impossible. The last mentioned 
type is very common. 

In the absence of adequate X-ray evidence of ul- 
cer, no operation should be performed even though 
the history may be typical. 

The types of surgical procedure are: (1) gastro- 
enterostomy; (2) excision of the ulcer with the knife 
or cautery followed by gastro-enterostomy; (3) ex- 
cision of the ulcer and pyloroplasty preferably of the 
Finney type; (4) excision of the ulcer by the method 
described by Judd and the author without gastro- 
enterostomy. 

Gastro-enterostomy was first done for ulcer in 
1893 and for carcinomatous pyloric obstruction in 
1882. It should be done posteriorly and should be 
isoperistaltic. Only absorbable suture material 
should be used. The opening in the transverse mes- 
ocolon must be sutured. 

Causes of failure to obtain satisfactory results 
from gastro-enterostomy are: 

1. Technical failures. These include failure to 
select the proper bowel loop, failure to make the an- 
astomosis on the proper place on the stomach wall, 
the use of non-absorbable suture material, and failure 
to close the opening in the transverse mesocolon. 

2. Incomplete operations in which a diseased ap- 
pendix or gall bladder was overlooked. 

_3. Gastro-enterostomy done without a proper 

gnosis. 

4. Faulty dietetics following operation (W. J. 
Mayo). 

5. The formation of gastrojejunal ulcers (1 to 3 
per cent). Gastrojejunal ulcers occur from six to 
eighteen months after gastro-enterostomy. As a 
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rule, medical treatment does not cure them and 
surgical procedures are difficult to perform and have 
a high mortality. Excision of a jejunal ulcer should 
be followed by excision of the original ulcer with or 
without a plastic operation on the pylorus or by a 
pylorectomy. 

Cases of hemorrhagic ulcers are treated by ex- 
cision with the cautery or knife followed by gastro- 
enterostomy. 

Duodenal ulcer excision without pyloroplasty or 
gastro-enterostomy is ideal in cases of bleeding ulcers 
and in those of right upper quadrant pain of recent 
development, but is not advisable for chronic in- 
durated ulcers with extensive adhesions to surround- 
ing viscera. Before the excision the duodenum must 
be freely mobilized. The ligation of vessels on the 
superior border and of many branches of the pan- 
creaticoduodenal artery may be done without caus- 
ing necrosis. The ulcer should be excised between 
two incisions concave to it. Often multiple ulcers 
may then be seen in the mucosa which could not be 
felt. These usually occur on the anterior wall nearer 
the upper border. If there is pyloric spasm, the 
Rammstedt muscle-splitting operation should be 
done. Closure of the duodenal wall following ex- 
cision is effected in its transverse diameter in the 
muscosa layer, and the muscle and serosa layer. No 
one type of operation is applicable to all cases. 

J. Murpuy, M.D. 


Wright, F.: Pneumocolon: Inflation of the Colon 
as an Aid to Diagnosis and Treatment. Ann. 
Clin. Med., 1924, ii, 453- 

The author followed the usual roentgenological 
examination of the colon by re-examination after 
inflation. To fill the colon with air, a specially con- 
structed proctoscope window was made, through 
the wall of which a tube was carried to the tip of the 
proctoscope. A second opening was then made to 
allow the escape of the air when this was desired. 
Through the tube, a powder, spray, or vapor may be 
injected for the purposes of diagnosis or treatment, 
the pressure being regulated and the air released by 
a finger over the second aperture. Wright inflates 
with powder-laden air, insufflating repeatedly bis- 
muth subcarbonate or salicylate by means of a De 
Vilbiss powder blower, releasing the air when the 
powder has been deposited and then blowing in more 
powder. As the proctoscope is withdrawn, the 
rectum can be coated and left inflated. Stereoscopic 
plates are taken at once after fluoroscopic examina- 
tion has shown that a sufficient quantity of gas has 
been admitted. This is usually done the day after 
the opaque enema in order to take advantage of any 
barium that may remain along the course of thecolon. 

As a further aid, an enema of bismuth subcarbon- 
ate in thin starch paste is sometimes given three or 
four hours before inflation, this to be expelled at 
once, if possible. 

Wright believes that this procedure demonstrates 
that a normal mucous membrane retains little, if any, 
of the coating enemata, while erosions and mucus re- 
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tain the barium and fix the bismuth powder much 
more readily. 

As a rule the inflation causes comparatively little 
discomfort, and practically all discomfort can be 
obviated by giving atropin and administering a 
magnesium sulphate enema several hours previously. 
When inflated, the colon rises, its angles are replaced 
by curves, pictures simulating torsions in the sil- 
houette unwind, and tangles can be better interpre- 
ted as it is possible to see through one loop and view 
the others. In this way aid is obtained in estimating 
mobility or fixation and the findings of the opaque 
enema are supplemented. The pressure throughout 
is uniform unless the air is blocked off by intense con- 
striction, and probably never equals the pressure of 
the heavy barium enema. In case of discomfort, a 
little air is allowed to escape from the anus; this oc- 
curs without the discomfort of the enema expulsion 
and allows the colon to come to rest. 

Large displaced kidneys have been partially out- 
lined by this method. With regard to abdominal 
tumors the author has had no experience worth re- 
cording. In general, the method has yielded little in 
cases of pathology outside of the colon, but has 
proved of value when there was doubt as to the 
presence of adhesions. 

With regard to the treatment, Wright lists some 
of the groups of substances which may be applied 
locally through the proctoscope and have proved 
beneficial. Emit C. RositsHex, M.D. 


Hirsch, I. S.: The Czcocolic Sphincteric Tract. 
Med. J. & Rec., 1924, cxix, 541. 


In this article the author presents evidence to 
show that in the ascending colon there is an area 
about 2 in. above the entrance of the ileum which 
is a true sphincter and separates the cecum from the 
colon. This so-called cxcocolic sphincteric tract is 
characterized by a relatively narrow lumen and a 
thick wall. It is in a state of tonic contracture and 
serves to hold back the cecal contents. Its nervous 
control is different from that of the ileocolic sphinc- 
ter, but is not definitely known. The anatomical 
entity of the tract is further proved by the fact that 
lesions of the right colon occur chiefly in this area. 

Benign ulcer, hyperplastic tuberculosis, and 
carcinoma occur in this site, and, like the pyloric 
sphincter, it is subject to spasm when there are 
lesions elsewhere in the intestines. During spasm 
the cecum becomes distended and painful or re- 
gurgitation occurs into the ileum. After an ap- 
pendectomy, spasm of the cecocolic sphincter may 
cause a recurrence of the symptoms of appendicitis. 
A spastic condition of this tract is frequently demon- 
strated on roentgenological examination. 

VERNE G. BurpEN, M.D. 


West, G. R.: Chronic Appendicitis. South. M. J., 
1924, XVii, 434. 

In the author’s opinion there are no constant 

symptoms of chronic appendicitis and the chronically 

inflamed appendix shows no special pathology. 


There may be pay ee involvement. total or partial 
obliteration of the lumen, stricture of the tube with 
more or less dilatation of the distal extremity, and 
the presence of concretions or foreign bodies. A 
definite diagnosis of chronic appendicitis is impossi- 
ble in the absence of a history of acute attacks. 
In cases of suspected chronic appendicitis a care- 
ful and complete examination of the digestive tract 
should be made. The value of the X-ray is very 
doubtful. In recurrent attacks of appendicitis the 
author has noted relaxation of the abdominal 
musculature of the right side as compared with that 
of the left side. Tuberculosis frequently simulates 
chronic appendicitis. West insists that operation 
should never be undertaken for chronic appendicitis 
until all other abdominal and pelvic conditions have 
been carefully ruled out. Emm C. Rositsuex, M.D, 


Held, I. W.: Chronic Appendicitis and Its Differen- 
tial Diagnosis. Am. J. M. Sc., 1924, clxvii, 864. 


Chronic appendicitis is a borderline disease in 
surgery because the symptoms are so varied that the 
patient usually consults the internist long before he 
consults the surgeon, and because it leads to so many 
intra-abdominal complications that even removal of 
the appendix may not relieve the symptoms. 

The symptoms of chronic appendicitis may be so 
pronounced that the diagnosis is evident, but in the 
majority of cases they are very vague. 

Rolleston divided the symptoms into four groups: 
(1) reflex, (2) mechanical, (3) toxic, and (4) infective. 

Reflex symptoms of chronic appendicitis are due to 
hypertonus and spasm of the stomach and failure of 
reflex relaxation on the part of the pyloric or ileo- 
cecal sphincter leading to gastric or ileal stasis and 
therefore to excess of acid or toxemia. The sensory 
phenomenon due to chronic appendicitis is pain in 
the epigastric region. This may radiate down to the 
urinary bladder or even to the right thigh and simu- 
late that of cystitis or sciatica. 

The mechanical syndrome may be caused by the 
presence of foreign bodies in the lumen of the appen- 
dix or by adhesison of the appendix to the neighbor- 
ing organs. 

The absorption of bacterial toxins from the ap- 
pendix may cause a general toxemia or myocarditis, 
and may damage the mucous membrane in the 
stomach and intestines, thus giving rise to hemor- 
rhage. 

In the diagnosis of chronic appendicitis, a history 
of one or more acute attacks is important. In the 
absence of such a history, the diagnosis is difficult. 
The objective findings of importance are: 

1. Tenderness in the ileocecal region. 

2. Rigidity over the right rectus muscle. 

3. The character of the gastric secretions. Some 
clinicians maintain that when the mucous membrane 
of the appendix is ulcerated, hyperacidity is usually 
present, and when the appendicitis is complicated by 
adhesions hypo-acidity is present. 

4. Aaron’s sign, pressure on the appendicular re- 
gion causing pain in the epigastrium. 
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5. Bastedo’s sign, tenderness over the ileocecal 
region on inflation of the colon. 

6. Tenderness over the appendicular region on the 
administration of an enema. 

7. Reder’s sign, tenderness over the appendicular 
region upon rectal examination. 

8. Rovsing’s sign, pain over the appendicular re- 
gion when pressure is exerted over the left side at a 
point corresponding to McBurney’s point on the 
right side. 

With regard to the differential diagnosis the 
author discusses diseases simulating chronic ap- 
pendicitis but in which the appendix is normal, dis- 
eases resulting from chronic appendicitis, and cases 
in which the primary disease had its starting point 
in another intra-abdominal viscus. 

To the first group belong hysteria and neurasthe- 
nia. Another functional condition which frequently 
simulates chronic appendicitis is enterospasm of the 
entire colon or parts of the colon. 

Cecal conditions which may suggest chronic ap- 
pendicitis are the movable cecum and cecal tubercu- 
losis, carcinoma, and actinomycosis. Other con- 
ditions rendering the diagnosis difficult are diseases 
of the right ovary and tube, prostatic conditions, and 
stones in the right kidney and right ureter. 

Howarp A. McKnicar, M.D. 


Schwartz, A.: Removal of Cancer of the Transverse 
Colon (De-l’extirpation du cancer du colon trans- 
verse). Bull. et mém. Soc. nat. de chir., 1924, 1, 462. 


The author prefers Quénu’s technique for the true 
exteriorization method of colectomy. At the first 
operation the loop is freed and placed outside the 
abdomen. In the pelvic or transverse colon no sup- 
plementary maneuvers are necessary except resection 
of the omentum from the transverse colon. The 
parietal colon is stripped out from the layers of the 
peritoneum. In the pelvic colon, division of some of 
the sigmoid arteries may be necessary, but dis- 
turbance of the para-intestinal anastomotic arch, 
especially during traction on the bowel, should be 
avoided as much as possible. The two limbs of the 
loop are supported largely by their adjacent surfaces. 
A section 6 cm. high by 4 cm. wide, which is left 
within the abdomen, will form a partition spur of 
known size when the diseased loop is resected. 

To prevent the loop from retracting into the ab- 
domen, a glass rod is placed above the partition and 
through the mesocolon; several stitches are taken 
in the two limbs of the loop and in the mesocolon; 
the intestine is fixed by four stitches to the ab- 
dominal wall; and the abdominal wall is closed above 
and below. 

After two days the upper end of the exteriorized 
loop is punctured to permit the escape of gas and, 
later, of feces. After eight, ten, or more days the 
exteriorized diseased loop and mesocolon are resected 
by dividing the tissue beyond the glass rod. In this 
manner are formed two intestinal orifices separated 
by a large partition or spur of known size which is 
sunken deeply between the two limbs of the ex- 


teriorized loop. Subsequently this spur may be re- 
sected and sutured in its middle part for a space of 2 
cm., this leaving a spur measuring between 15 and 20 
mm, Thus is formed between the two ends of the 
colon a cloaca which permits most of the feces to 
pass into the lower gut. Frequently the fecal fistula 
will close spontaneously. If it does not, it may be 
closed later under local anesthesia. Instead of be- 
ing resected, the partition may be removed with 
Dupuytren’s enterotome. 

The method of true exteriorization is not suitable 
for the pelvic colon low down near the rectum. It is 
contra-indicated also when the mesocolon is infiltrat- 
ed and inflamed and in cases of acute complete in- 
testinal obstruction. 

The author has performed a true exteriorization of 
the transverse colon in two cases, of the terminal 
descending colon in one case, and of the pelvic colon 
in five cases. An operative recovery resulted in every 
instance and without accident except in one case in 
which a colleague applied an enterotome to the 
partition spur and pinched a loop of small intestine, 
causing the subsequent formation of a fistula. In 
one case there was acute intestinal obstruction. In 
one of three cases with adhesions it was necessary to 
resect a loop of the small bowel. 

The true exteriorization gives results superior to 
those of other methods of colectomy for cancer 
(resection of the diseased loop with immediate re- 
establishment of the continuity of the intestine, with 
or without the formation of an artificial anus; resec- 
tion of the gut with or without opening of the ab- 
domen, without immediate re-establishment of in- 
testinal continuity, and with or without the formation 
of a fecal fistula). Moreover it consumes less time 
than the old method in which an artificial anus was 
formed first and the colectomy was done later. 

The author believes that the mortality reported by 
Okinczyc is too high and due to a confusion of terms 
and the inclusion of colectomies performed in various 
parts of the large bowel rather than only upon the 
descending colon where cancers are frequently small 
and movable. As the transverse colon, ascending 
colon, and cecum are much more septic than the 
descending colon, operations upon them have a 
higher mortality than those on the descending colon. 
Okinczyc reports a mortality of 40 per cent for ex- 
teriorization (Hartmann method: resection with the 
abdomen closed, the two ends being abutted to the 
skin). The mortality of the treatment in which an 
artificial anus is formed first and colectomy is per- 
formed later is 37 per cent; that of operations on the 
transverse colon alone, 55 per cent; and that of 
operations on the transverse colon without previous 
fistula, 66 per cent. 

The author has experienced no difficulty with the 
mesentery. This was resected over the entire ex- 
teriorized loop or in the closure of the artificial] anus. 
Lambret in 1922 reported the closure of a fecal fistula 
in twelve cases without a death. 

Cruet’s statistics for true exteriorization are: 
Bloch type, fifteen cases, one death; Mikulicz type, 
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fifteen cases, one death; Quénu type, eight cases, no 
deaths. He reports seventy-four cases in which the 
mortality of exteriorization with late resection and 
exteriorization followed by immediate resection with 
the abdomen closed was 8 per cent. Mikulicz oper- 
ated upon thirty-four cases by the latter method with 
four deaths. 

Cruet’s statistics with regard to the remote re- 
sults are as follows: Bloch type of operation, fifteen 
cases with two recoveries; Mikulicz type, fifteen 
cases with five recoveries; Quénu type, two cases 
with two recoveries. 

Three of the author’s eight patients were still 
living three years or longer after the operation. One 
of these three was lost sight of after the third year; 
the two others were well four and five years respec- 
tively after the operation. In one case there was a 
fatal recurrence after eighteen months. One patient 
died with complications of small bowel fistula and 
recurrence ten months after the use of the entero- 
tome. Three patients treated before the war pro- 
gressed well for three years, sixteen months, and 
seven months respectively. 

Besides the eight true exteriorizations the author 
has done four immediate resections. Of three 
patients who had cancers so low that exteriorization 
was impossible, one died of cancer within one year, 
another was still alive two years after the operation, 
and the third was lost sight of during the war. In 
the fourth case, in which partial obstruction had 
been present for eight days, exteriorization was 
possible but the condition appeared so simple that 
resection of the intestine followed by immediate 
anastomosis was done. The patient died after the 
operation. In the author’s opinion, this death would 
have been avoided if the true exteriorization method 
had been used. 

The formation of a preliminary fecal fistula may 
improve the general condition and relieve the thick- 
ened and inflamed gut wall which is distended with 
septic material above the obstructing mass. 

Wa tter C. Burkert, M.D. 


Coffey, R. C.: Principles of the Operation for 
Carcinoma of the Rectum. Surg., Gynec. & Obst., 
1924, XXXVili, 723. 

Coffey’s operation for carcinoma of the rectum is 
as follows: 

A straight right rectus incision is made extending 
above the umbilicus. The loop of the sigmoid is 
lifted high up and the peritoneum of the mesentery 
is cut down by insinuating the blade of a pair of 
blunt scissors beneath the peritoneum but external 
to the vessels. This incision goes down into the pel- 
vis, around in front of and at some distance from the 
rectum, clipping the retrovesical fold near the blad- 
der. The left forefinger is then inserted through the 
mesentery where the peritoneum has been cut and, 
with the ends of the forefinger and thumb directed 
backward, the superior hemorrhoidal artery is felt. 
This artery is ligated in two places. The mesentery 
is severed and the sigmoid arteries are then ligated. 
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All fat and connective tissue are scraped from the 
sacrum down to the coccyx and a large moist pack 
is placed back of the rectum. 

An incision for the colostomy is made 1.5 in. to 
the left of the median line, and the proximal sigmoid, 
after being severed, is drawn through this incision 
and sutured to the peritoneum, fascia, and skin. 

A rectal tube is introduced into the anus, sewed to 
the distal gut, and invaginated through the anus it 
possible. 

The abdominal lumen to the left of the emerging 
sigmoid is closed by a continuous lockstitch to the 
brim of the pelvis over a large quarantine drain 
which extends over the cut bowel to the sacrum, 
completely isolating the lower segment of bowel. The 
peritoneum is then closed around the drain and the 
wound is closed in the usual manner. 

About ten days later the rectum, growth, and 
anus are removed by perineal section made in the 
usual manner for resection of the coccyx and part of 
the sacrum. By this time the bowel has become 
separated from the surrounding tissues by an area 
of necrosis due to lack of blood supply and can be 
shelled out with the finger tips. There is then a tract 
from the abdomen produced by the drain which is 
extraperitoneal and through which irrigating fluids 
may be poured. This tract opening into the perineal 
region is allowed to close. 

The two-stage operation described has a lower 
mortality and gives a higher percentage of cures than 
other methods. Howarp A. McKnicut, M.D. 


Kuemmell, H.: Extirpation of the Rectum with 
Conservation of the Sphincter and without 
Resection of Bone (Rectumextirpation mit Erhalt- 
ung des Sphincters ohne Knochenresektion). Zentralbl. 
f. Chir., 1924, li, 98. 

To remove the diseased rectum radically with 
conservation of the sphincter, Kuemmell developed 
the following operation: 

With the patient in the lithotomy position the 
sphincter, which has been closed with sutures, is dis- 
sected out at a sufficient distance from the anal 
opening for about two-thirds of its circumference. 
The intact third is to the right of the operator. The 
rectum is then dissected out, an anal stump the 
width of at least three fingers being left connected 
with the musculature by a flap on the right side. 
After its dissection the rectum is drawn down and 
severed and the anal portion is temporarily fixed to 
the right buttock and securely covered. The rectal 
work and excavation of the sacral space can be done 
without resection of the coccyx. The mobilized colon 
is drawn through the anus as usual. Fastening 1s 
done either after removal of the anal mucosa or into 
an incision around the anus by Kocher’s method; 
previously the centrally located anal ring was 
fastened to the drawn-down colon. After the placing 
of a drain the cut sphincter muscles are sutured. 

This operation can be used in cases of carcinoma 
only if the anal portion is not affected and the 
growth is at a sufficient distance from it. In eighteen 
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of twenty cases in which it was used, the functional 
result was perfect. In two, only formed stools could 
be held; this was not the fault of the method, but 
due to the location of the carcinoma. 

Von TAPPEINER (Z). 


LIVER, GALL BLADDER, PANCREAS, AND 
SPLEEN 


Speik, F. A., Liljedahl, E. N., and Falk, M. A.: 
Observations on the Fouchet Test in Latent 
Jaundice. J. Am. M. Ass., 1924, 1xxxii, 2097. 


Observations were made upon 500 patients. Both 
the macroscopic test for bile in the serum and the 
Fouchet test for an increase of bilirubin was made 
in all cases. 

Of forty cases with proved gall-bladder disease or 
gall stones in which there was no jaundice and the 
urine was negative for bile, twenty-seven gave a 
positive Fouchet test and in seventeen of these the 
serum was definitely bile-tinged. The Fouchet test 
was positive in the cases of sixteen patients with 
gastric or duodenal ulcer, although none showed any 
evidence of gall-bladder disease. 

Of twenty-seven patients with syphilis, fourteen 
had a positive Fouchet test. In a few cases there 
were symptoms referable to the gastro-intestinal 
system, but these disappeared under antisyphilis 
treatment. Patients suffering from secondary 
anemia, angina pectoris, myocarditis, and asthma 
showed an increased bilirubin content in the serum. 
An increase in the bile content of the serum could 
be detected macroscopically in 52 per cent of all 
cases showing a positive Fouchet test. 

J. Pickett, M.D. 


Graham, E. A., Cole, W. H., and Copher, G. H.: 
Visualization of the Gall Bladder by the Sodium 
Salt of Tetrabromphenolphthalein. J. Am. M. 
Ass., 1924, xxxii, 1777. 

For the production of X-ray shadows of the gall 
bladder the sodium salt of phenoltetrabromphthalein 
has been found more satisfactory than the calcium 
salt. It is more soluble, requiring only from 35 to 40 
c.cm. of solution instead of the 350 c.cm. required 
by the calcium salt, and it is more stable. It does 
not crystallize out on sterilization, and it produces a 
much less unpleasant reaction than the calcium salt, 
often causing practically no discomfort. 

The solution is given intravenously, preferably in 
two doses. It is warmed to body temperature and 
given in the morning between 7:30 and 9:30 o’clock. 
Care is used to prevent extravasation because of the 
danger of necrosis. The patient is instructed to omit 
breakfast and lunch and to take 4o gr. of sodium 
bicarbonate every three hours for forty-eight hours. 
The roentgenograms are made at four-, eight-, 
twenty-four-, and thirty-two-hour intervals. 

The normal gall bladder begins to cast a shadow 
from three and one-half to five hours after the in- 
jection, changes in size, casts the heaviest shadow 
after from sixteen to twenty-four hours, and empties 
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in about forty-eight hours. The largest shadows 
appear on the four- and eight-hour plates. If the 
gall bladder fails to show this distensibility, it is 
pathological. The pathological gall bladder casts a 
less dense shadow or may be entirely invisible. 
Stones appear as positive or negative shadows. In 
all cases a series of plates should be taken. 
L. M. Zimmerman, M.D. 


Deaver, J. B., and Reimann, S. P.: Cholecystostomy 
Versus Cholecystectomy. J. Am. M. Ass., 1924, 
Ixxxii, 2115. 

Gall-bladder cases may be divided clinically into 
those in which there has been only one attack or 
the attacks recurred only after a number of years, 
and those with persistent infection. Recurrence in 
the first group is usually due to a new infection. 
Surgical treatment should be reserved for the second 
group, and when indicated should be undertaken 
early. The immediate results of delay are gangrene 
and perforation, and a more remote effect, stone 
formation. Pericholecystic adhesions may protect 
against perforation but are a serious menace to good 
health. 

There is considerable evidence indicating that the 
gall bladder does not increase the pressure of the 
bile above that which the liver can produce in 
secretion, but it is known also that it concentrates 
the bile and adds mucus. Clinical experience has 
demonstrated that the body can get along as well 
without a gall bladder as with one, and much better 
without a gall bladder than with a diseased one. 

The authors advise the removal of the gall bladder 
which is apparently only slightly infected if there is 
reason to believe that it cannot regain its normal 
function. The gall bladder exhibiting little gross 
change may harbor within its walls serious infec- 
tion which can be found on bacteriological exami- 
nation. An infected gall bladder may continually 
re-infect itself or spread infection to surrounding 
structures. 

The relative technical difficulty and greater risk 
of cholecystectomy as compared with cholecystosto- 
my should not be the deciding factor in the choice of 
operation if a well-developed technique is used. In 
an occasional acute case primary drainage and 
secondary removal may be necessary. 

J. Pickett, M.D. 


Henriques, A.: Some Probable Functions of the 
Spleen as Demonstrable by the Effects .of 
Radio-Activity upon That Organ. JN. Orleans 
M. & S.J., 1924, lxxvi, 534. 


The effects of the application of radio-activity to 
the spleen discussed in this article are: (1) relief of 
capillary hemorrhage; (2) increase in the hemo- 
globin; (3) increase in the red blood cells; (4) de- 
crease in the white blood cells; (5) stimulation of 
immune bodies; (6) effects on other organs. 

Irradiation of the spleen with a stimulating dose 
of the X-rays was found to increase the coagulability 
of the blood. 
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In cases of myelogenous leukemia, both the 
hemoglobin and the red blood cells were markedly 
increased after treatment of the spleen with radium. 
The effect of radio-activity on the spleen is very 
marked when the white cell count is high. Irradia- 
tion may effect a reduction in the white cells from 
800,000 to within 20,000 in a relatively short time. 
The leucocytes are especially susceptible to the 
action of radio-activity anywhere in the body, the 
lymphocytes most of all. 

Experiments appear to show that antibodies are 
produced in the spleen, lymphatic tissues, and bone 
marrow. 

Brief mention is made of the effects of radio- 
activity upon a case of Banti’s disease. 

Morris H. Kaun, M.D. 


MISCELLANEOUS 


Walton, H. J.: Eventration of the Diaphragm. 
Am. J. Roentgenol., 1924, xi, 420. 

Borzell, F. F.: Report of a Case of Traumatic 
Hernia of the Diaphragm. Am. J. Roentgenol., 
1924, xi, 426. 

WALTON gives a brief résumé of previously reported 
cases of eventration and differentiates the condition 
from hernia with which it is most commonly con- 
fused. His discussion is confined mainly to the 
roentgenological signs since these are of prime im- 
portance in the diagnosis. The chief roentgen find- 
ings are: (1) high position of the diaphragmatic arch, 
(2) a regular contour of the arched line, (3) limitation 
of excursion, (4) paradoxical movements on the 
affected side, (5) mediastinal excursion from the 
affected side toward the sound side during inspira- 
tion, (6) displacement of the heart to the right, 
(7) a distinguishing line between the diaphragm 
and the viscera below it, and (8) pneumoperitoneum. 

The only roentgen sign pathognomonic of eventra- 
tion of the diaphragm is separation of the arched 
line of the dome of the diaphragm from the viscera 
below. This is rendered most distinct by the intro- 
duction of a small amount of air into the peritoneal 
cavity. The patient may be examined in the upright 
or the lateral position. In eventration the abdominal 
viscera drop away from the diaphragm, while in 
hernia the dome of the diaphragm cannot be isolated 
from the hernia above. 

A detailed report of a case is appended. 

BoRZELL calls attention to the paucity, prior to 
1013, of reports of cases of diaphragmatic hernia 
diagnosed during life. Since 1913, the use of the 
roentgen ray has resulted in the discovery of many 
cases. Borzell gives the history of a case in which 
the condition was not found until several years after 
the accident. The roentgen findings are shown in 
illustrations and the operative procedure and its 
results are described. 

In conclusion, he calls attention to: 

1. The possibility of the presence of a traumatic 
hernia without marked clinical evidence. 

2. The fact that it is important for the roentgen- 
ologist to carry his studies to a satisfactory conclu- 
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sion, approaching every examination with an open 
mind, uninfluenced by the history or clinical sug- 
gestions. If the diagnosis depends upon the roentgen 
ray, the field examined must not be too limited. 
HARTUNG, M.D. 


Douglas, J.: Subdiaphragmatic Abscess and Accu- 
mulations of Fluid. Ann. Surg., 1924, Ixxix, 845. 


Anatomical conditions in the area below the dome 
of the diaphragm make the diagnosis of pus or fluid 
very difficult and complicate treatment. The lig- 
aments of the liver (folds of the peritoneum) di- 
vide the subphrenic area into five spaces. 

Abscess may occur as a pre-operative or post- 
operative lesion and is usually secondary to some per- 
forative or infectious lesion of the abdominal viscera. 
The latter lesions are found as a rule on the right 
side. 

An abscess spreading upward behind the colon 
from the appendix may reach the retroperitoneal 
space between the liver, diaphragm, and _ reflections 
of the coronary ligament. The lesion is entirely 
retroperitoneal and would not be evident if the 
abdomen were opened in front. 

In the perforation of a viscus the diaphragm is 
usually pushed up by the resultant abscess. The 
liveris pushed down, but may be displaced very little 
even when there is a considerable quantity of fluid 
and air between it and the diaphragm. 

The diagnosis is often difficult as the physical 
signs are confusing. Following an operation for 
perforation of a viscus the symptoms due to peri- 
toneal irritation continue or subside and then reap- 
pear after a number of days, as a rule gradually. 
When an abscess forms before operation as the result 
of perforation, the symptoms usually appear more 
gradually and may suggest the presence of some 
other condition. 

Usually when the abscess is secondary and fre 
quently when it is primary, it is mistaken for a 
pathological condition above the diaphragm. 

As usually described, the physical signs found are 
dullness or flatness, diminished breath and_ voice 
sounds, and vocal fremitus with the presence oi rales 
over the base of the lung. The area of dullness is 
convex upward and does not change with a change 
in the patient’s position. If gas is present there are 
three zones of different resonance: normal above; be- 
low this, tympany caused by the gas; and below this 
an area of flatness caused by pus which is continuous 
with liver dullness on the right side. These are the 
classical findings but frequently the signs are very 
confusing. The abscess may be so well walled off 
that there is little absorption and therefore only 2 
slight increase in the temperature or the leucocyte 
count. 

The diagnosis is best confirmed and the position 
and size of the accumulation determined by ‘luoro- 
scopic examination. This examination should be 
made with the patient upright if possible; if not, he 
should be on the side opposite the lesion. Puncture 
should be reserved until a careful X-ray study has 
been made. 
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lf the accumulation is in front, it is best approached 
by a high right rectus incision. Posterior abscess is 
best approached by resection of the tenth rib in 
the posterior axillary line under local anesthesia. 
The pleura is carefully pushed upward, the costo- 
phrenic space entered, and the diaphragm seen. A 
large aspirating needle is pushed through the dia- 
phragm, the pus located, and a smal] opening made 
in the diaphragm and enlarged by stretching with 
the scissors so that a large rubber drainage tube may 
be introduced. If the pleura has been accidentally 
opened it should be closed if it contains no fluid and 
the wound packed with gauze for from twenty-four 
to forty-eight hours to allow adhesions to wall off 
the pleural cavity. If empyema is already present it 
should be drained by the usual resection of the 
seventh or eighth rib and the abscess below the 
diaphragm approached by resection of the tenth rib 
in a difierent line, or the abscess should be drained 
through the same incision but opened twenty-four 
hours or more after the pleura has been drained. It 
isimportant to continue the drainage for a sufficient 
length of time. 
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Eleven cases are reported. In nine, the abscess 
was on the right side and in two on the left side. 
Seven of the patients were males. Nine patients re- 
covered and two died. Eight of the abscesses were 
pre-operative lesions and three were postoperative 
lesions. Five were probably the result of perforated 
duodenal ulcer, three of appendicitis, one of actino- 
mycosis, one of echinococcus cyst of the liver, and 
one of a bullet wound of the upper part of the liver. 
The author was impressed with the frequency of 
error or delay in the diagnosis due to the belief that 
the lesion was above the diaphragm. In most of the 
cases the X-ray showed the elevation of the dia- 
phragm and the presence of gas. 

Errors in the diagnosis would occur less often if it 
were kept in mind that compression caused by fluid 
below the diaphragm may cause physical signs close- 
ly resembling those of a lesion in the chest; if the 
symptoms of an acute abdominal lesion were proper- 
ly interpreted; and if the X-ray examination were 
repeated when necessary and made with the patient 
in the erect position or, if this appears unwise, in the 
lateral position. Crayton F. ANprews, M.D. 
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GYNECOLOGY 


UTERUS 


Dal Collo, P. G.: Experimental Decidual Reactions 
Caused by Intra-Uterine Implantations (Rea- 
zione deciduale sperimentale de innesti endouterini). 
Arch. di obst. e ginec., 1924, xi, 49. 


The author reviews the work already done in this 
field, particularly by Loeb and by Retterer and 
Voronoff. Retterer and Voronoff claim that they can 
produce histological changes in the uterine mucosa, 
i.e., of the maternal part of the placenta, by means 
of intra-uterine implantations of ovary. They do 
not take into account the work of others who have 
found that foreign bodies implanted on the uterus 
bring about a true decidual reaction in the mucous 
membrane of the organ. 

In the experiments here reported, Dal Collo com- 
pared the action of inert bodies and ovaries intro- 
duced into the uterus of the dog. They did not take 
into consideration the functional state of the im- 
planted ovaries or of the ovaries of the animal under- 
going the implantation. 

After laparotomy, one of the uterine cornua was 
brought forward and an incision about 1 cm. long 
made in the body of the uterus. A piece of ovary or 
sambucus marrow tied to a double silk thread was 
then introduced into the uterine cavity by means of 
a needle which was brought out of the uterus as far 
as possible away from the site of the incision. By 
pulling on one thread, the tissue was brought to the 
site of the needle exit. The thread was then tied to 
the other one emerging from the incision, and the 
uterus and laparotomy wound were sutured. By 
implanting the tissue away from the site of the in- 
cision, confusion that might arise in the later histo- 
logical studies from the cicatrization of the incision 
was avoided. From two to eight weeks after this 
procedure, the uterus was removed for macroscopic 
and microscopic study. 

In these experiments all of the elements of the im- 
planted ovary were always found in a state of re- 
gression which varied in degree with the length of 
time that had elapsed since the operation. 

The condition of the uterine mucosa was about the 
same, whether ovary or sambucus was implanted. 
While at times it presented no particular changes 
from the normal, in the majority of cases it was 
found remarkably thickened, but in different cases 
different elements of the mucosa predominated in 
the hypertrophy. In some instances the deepest 
parts of the mucosa were hypertrophied and presented 
more numerous and larger glands with lumina eight 
to ten times the normal, containing granular detritus 
and homogeneous colloidal masses. In these cases 
the deep part of the mucosa assumed a spongy ap- 
pearance and sometimes was almost polycystic but 


differed from a normal “‘spongiosa”’ in the lumina of 
the tubules and the irregularity of their distribution, 

In other instances the superficial parts of the 
mucosa predominated in the hyperplasia. Excres- 
cences of these superficial parts were found which 
were provided with connective tissue stroma and 
abundant vessels and lined with epithelium. Some- 
times the epithelium was unchanged but sometimes 
it was stratified, forming the syncytial masses de- 
scribed by Decio. Occasionally these almost papillo- 
matous formations with or without syncytium-like 
epithelial proliferations coexisted with the glandular 
proliferations in the deeper parts of the mucosa, but 
more often one phenomenon was present alone. 

A more detailed examination of the interglandular 
and subepithelial connective tissue sometimes dis- 
closed sites of infiltration suggesting an incipient 
decidual reaction. The infiltrating cells were large 
and round or polygonal, with central round and com- 
pact nuclei, and with abundant protoplasm which 
sometimes was granular. These cells were found in 
large or small groups with little intercellular material 
and often near small blood vessels. 

Not infrequently there were also small groups of 
vesicular cells with well-stained nuclei, sometimes 
eccentric, wherein Sudan III staining revealed a 
wealth of lipoid granules. The significance of these 
cells is not known. 

Dal Collo concludes that the implantation of an 
ovary or of an inert body can induce in the uterine 
mucosa a series of changes which are usually associ- 
ated with pregnancy, but that these changes are in- 
complete and as a rule do not involve al) of the 
mucosa at once. Ovarian substance implanted in 
the uterine cavity does not produce a true maternal 
placenta, as Retterer and Voronoff assert, but merely 
histological changes suggesting its formation and 
these are not constant or complete. 

SALVATORE DI Pata, M.D. 


Hartmann and Bonnet: Bladder Disturbances in 
Cases of Uterine Fibroids on the Basis of 1,000 
Consecutive Cases of Fibroids (Les troubles 
vesicaux dans les fibromes uterins: 1,000 observa 
tions consécutives de fibromes). Gynéc. et olst., 1924, 
ix, 173. 

The occurrence of bladder disturbances in cases oi 
uterine fibroids is mentioned in all treatises on 
gynecology, and in nearly every instance these dis 
turbances are attributed to fibroids on the anterior 
surface of the uterus and especially those in or near 
the cervix. Believing this theory to be only partially 
correct, Hartmann and Bonnet examined the records 
of 1,000 consecutive cases of fibroids they had opet- 
ated upon. Their conclusions may be summar 
as follows: 
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Pollakiuria is very frequent but in itself is not 
indicative of the presence of a fibroid. When it is 
caused by a fibroid, it is present only during the day 
and therefore is not to be confused with that due to 
cystitis. The immediate cause is a local hyperemia 
of the trigone demonstrable by the cystoscope. 
Cystitis may be present at the same time and when 
there is severe retention may evolve into the mem- 
branous or gangrenous form. 

In two of the cases studied there was hematuria 
with retention of urine and cystitis. Of greater im- 
portance is the hematuria occurring during the de- 
velopment of the tumor and in the absence of reten- 
tion. In the one case of this type which was studied 
an erroneous diagnosis of myoma of the bladder was 
made. The tumor, which was the size of a marble, 
was located on the anterior surface of the uterus near 
the cervix, and the adjacent bladder mucosa was red 
and hypertrophied. The authors cite a few similar 
cases from the literature. 

Urinary retention was present in thirty-five (3.5 
per cent) of the cases. This incidence is high. In six, 
retention was the only sign produced by the tumor. 

The clinical features of retention are varied. The 
onset may be sudden, without preceding symptoms, 
or gradual with all the disturbances associated with 
chronic incomplete retention. Retention usually ap- 
pears in the morning and ceases later in the day. 
Frequently, attacks of acute retention occur with 
the menstrual periods. Incontinence of the passive 
type was observed by the authors once, but there 
was no case of simple incontinence in their series. 

The most common location of a tumor causing re- 
tention was the posterior surface of the cervix. The 
growth was incarcerated in the hollow of the sacrum, 
and forced the cervix upward and forward. The 
conditions were approximately those produced by 
an incarcerated, retroverted, pregnant uterus. 
Tumors of the anterior wall of the uterus drawing up 
the bladder and obliterating the vesico-uterine cul- 
de-sac seldom cause trouble. 

In twenty-one of the author’s thirty-one cases 
with retention the tumor was found in the posterior 
uterine wall. 


The pathogenesis is not a paralysis of the nerves’ 


of the bladder or a flattening of the bladder. An 
unusual hyperemia may be a factor. 

In a few instances a fibroid of the anterior wall of 
the uterus will exert direct pressure on the urethra. 
_ The mechanism is probably the same as that of an 
incarcerated, retroverted, pregnant uterus. A fibroid 
of the body of a retroverted uterus or of the posterior 
wall of the cervix produces a similar condition, a 
longitudinal stretching of the urethra. 

ALBERT DEGroat, M.D. 


Gouillioud: Myomectomy Followed by Czsarean 
Section (Opération césarienne dans un cas de 
grossesse aprés myomectomie). Bull. Soc. d’obst. et 
de gynéc. de Par., 1924, xiii, 140. 


A woman, 27 years old, who had been married four 
months, was seized on March 5, 1920, with ab- 


dominal pain and metrorrhagia. On examination 
she was found to be in the second month of preg- 
nancy, but as the uterus was above the umbilicus, 
the presence of a complicating fibromyoma or 
hydatiform mole was suspected. 

On April 1 the pregnancy was interrupted with a 
catheter and a diagnosis of voluminous fibroma of 
the left side of the uterus was made. On April 2 the 
patient aborted. The abortion was followed by a 
severe hemorrhage. Further examination revealed a 
fibroma which extended to the umbilicus. In 
November, when she again became pregnant, the 
bleeding recurred. On April 11, 1921, in her fourth 
month of pregnancy, a voluminous cystic fibroid was 
removed by myomectomy and the left adnexa were 
resected. On histological examination a diagnosis of 
malignant fibroma was made. Convalescence was 
complicated by phlebitis which first affected the 
right leg and then the left. 

On October 17, 1921, the patient’s condition was 
good and menstruation recurred. On June 16, 1922, 
she came to the hospital again and was found three 
months pregnant. On July 27 the uterus was larger 
than it should have been, and on account of the diag- 
nosis of malignancy which had been made previously, 
a recurrence was suspected. On December 8, 1922, 
a diagnosis of placenta previa was made. To the 
left of the cervix was a fixed mass which caused 
deviation of the cervix to the right. 

On December 8, 1922, a cesarean section was per- 
formed, and as new fibromata were found on the left 
side of the cervix and in the broad ligament, a total 
hysterectomy was done. Histological examination 
of the growths revealed that they were either sarco- 
mata or malignant myomata. 

During the convalescence, the patient developed a 
mass in the left fornix which proved to be an inflam- 
matory abscess due to severance of a ureter. On ac- 
count of this condition, a left nephrectomy was per- 
formed on January 13, 1923. Another operation was 
done on January 29 to drain the pelvic abscess. The 
patient was discharged as cured March 1, 1923. On 
November 9, 1923, both mother and child were in 
good condition. SALVATORE pI Patma, M.D. 


Douay, E.: Radium and Cancer of the Cervix: 
Results in Cases Treated in 1919, 1920, and 1921 
(Radium et cancer dul col; résultats des cas traités 
en 1919, 1920, 1921). Bull. Soc. d’obst. et de gynéc. de 
Par., 1924, xiii, 85. 

The author irradiated fifty cases of cervical cancer 
with radium in the period from 1919 to 1921. Six 
(12 per cent) were clinically cured after three years. 
Of the twenty-six patients whose condition was 
inoperable, twenty-four died of recurrences, but two 
(7.6 per cent) are now in good health. Of twenty- 
four operable cases, twenty-two could be traced; 
four (15.4 per cent) remained clinically cured. Of 
the twenty-two operable cases traced, ten were cases 
in which the uterus was not fixed and the cancer was 
limited. Three (30 per cent) of these patients are in 
good health. Of twelve patients whose condition was 
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advanced but still operable, only one (8.3 per cent) 
is in good health. Of the patients with recurrences 
involving the glands two were treated with radium 
after laparotomy and have remained cured for three 
and one-half years. 

Douay concludes that unless radium gives results 
a great deal better than those so far obtained by 
surgery the treatment of choice for cancer of the 
uterus is radical operation. 

The article contains a brief résumé of fifteen cases 
which were irradiated. Satvatore pt Parma, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Huet, P. A.: Rupture and Perforation of Pyosalpinx 
into the General Peritoneal Cavity (Rupture et 
perforation de pyosalpinx en péritoine libre). J. 
de chir., 1924, Xxili, 123. 

The observation within a short period of time of 
two cases of rupture of a pyosalpinx into the general 
abdominal cavity led the author to review the litera- 
ture on the subject. 

The first cases were reported by Tait in 1868, 1875, 
and 1883. In 1912 Brickner collected ninety-one 
cases, and since then several isolated reports have 
appeared. 

With regard to the frequency of this accident 
there is considerable difference of opinion. It is 
certainly rather uncommon, but doubtless in many 
cases the origin of the diffuse peritonitis remains 
undetermined. It usually occurs in the third decade 
of life. 

When the rupture is produced by trauma the re- 
sulting symptoms appear at once. The use of the 
term “rupture” is not warranted when the effects 
of an injury do not become apparent until after two 
or more days. Trauma or over-energetic treatment 
in these cases aggravates a pre-existing infection. 
This is indicated by the temperature changes and 
other symptoms in the interval following the injury. 
Often an increase in the size of the collection of pus 
will be noted. Sometimes, instead of a flare-up of an 
old infection, a new one may be superimposed on an 
old one, such, for example, as a postabortive infec- 
tion on a salpingitis that has become quiescent. 
Rarely does a recent case of salpingitis evolve as far 
as perforation. : 

The cases may be divided into two classes, viz., 
cases of rupture and cases of perforation. When an 
old pyosalpinx breaks into the peritoneal cavity 
following a direct injury the term “‘rupture”’ is cor- 
rectly applied. When bursting of the tube results 
from an increase in the virulence of an old infection 
the occurrence should be called “perforation.” Be- 
cause of the difference in character of the contents 
of the tubes under these circumstances perforation 
is the more serious. 

The pathological condition found is a pyosalpinx. 
Usually this is bilateral. The opening in the tube 
may be a linear tear or a large gap in an area of 
necrosis. The pus may appear to be sterile or may 
contain gonococci, streptococci, or colon bacilli. 


Tuberculosis has not been seen. The peritoneal! re- 
action appears extremely early, about three hours 
after the rupture. 

Rupture is marked by very sudden, severe ab- 
dominal pain. Perforation is preceded by the symp- 
toms of an acute infection. Often there is a con- 
siderable degree of shock. Subsequently the symp- 
toms and physical findings of acute generalized 
peritonitis develop. 

The treatment is operation performed as early as 
possible. The best results have been obtained by 
removal of the tube with drainage of the cul-de-sac 
of Douglas through the abdominal wound. Lavage 
of the abdominal cavity has been abandoned. 

ALBERT F, DEGROat, M.D. 


Schwarz, O. H., and Crossen, R.: Endometrial 
Tissue in the Ovary. Am. J. Obst. & Gynec., 1924, 
vii, 505. 

This article is based on the examination of 420 
ovaries. For 256 specimens no gross specimen was 
available and in many of these cases only one section 
could be studied. In the remaining 164 cases, how- 
ever, numerous blocks were taken from one or both 
ovaries. 

In the group of 164 cases there were eleven with 
endometrial tissue and seven with hematoma of the 
endometrial type, while in the group of 256 cases 
there were five with true endometrial tissue and 
four with hematoma. Therefore the incidence of 
these types was very much higher in the series in 
which the gross specimens were studied. 

The authors believe that they have been able to 
study a sufficient number of cases of endometrial 
tissue in the ovary to observe the lesion in most of 
its phases. The frequency with which they encount- 
ered it leads them to conclude that it is fairly com- 
mon. 

In the stage which represents a hematoma sur- 
rounded by a wall containing old blood, connective 
tissue cells, and large mononuclear wandering cells 
without any epithelial lining the lesion can be easily 
overlooked. Sampson’s picture describing this late 
stage is very characteristic. The authors failed to 
observe this lesion in connection with definite lutein 
and follicular hematomata in various stages alt hough 
the latter conditions were present in a considerable 
number of the cases. Occasionally there was a some- 
what similar lesion in small stromal hemorrhages, 
but this occurred rather irregularly and never in the 
same characteristic manner in which it was constant- 
ly observed in connection with the hamatomata 
supposedly of endometrial origin. In the presence of 
adhesions associated with hemorrhage, the germinal 
epithelium of the ovary may simulate tube or uterine 
epithelium. The authors have noted this frequently 
but have not observed the formation of gland tubules 
beneath such an area or any characteristic stroma 
beneath the germinal epithelium. 

Schwarz and Crossen believe that in the produc- 
tion of the lesion of diffuse adenomyoma of the 
uterus in the case of chronic subinvolution of the 
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uterus with no other lesion in the uterine wall 
the glands invade the wall primarily and the hyper- 
plasia of the myometrium develops subsequently. 
That such hyperplasia could occur from glands in- 
vading the peritoneal surface is well illustrated by 
Seelig’s case in which the lesion was in the appendix. 
Accordingly, it seems probable that the muscle 
tissue so well developed in the late stages of adeno- 
myoma of the rectovaginal septum may originate in 
this manner. Epwarp L. Corne.L, M.D. 


EXTERNAL GENITALIA 


Schroeder, R.: Vaginal Discharge (Ueber den Fluor 
vaginalis). Klin. Wehnschr., 1923, ii, 2101. 

The cervical canal may become the source of in- 
creased mucous secretion as the result of a mechani- 
cal injury, bacterial disease (chronic coryza), vago- 
tonia, gonorrhoea and _ postgonorrhoeal irritation, 
polyps of the cervical mucosa, submucous myomata 
projecting into the vagina, and carcinoma of the 
cervix. The condition most commonly associated 


with cervical hypersecretion is erosion of the portio 
vaginalis. 

In the vagina, through the activity of the vaginal 
bacilli, an acid reaction is produced. Neutralization 
or alkalinization of the vaginal secretion by excess 
alkaline mucus from the cervix favors the invasion 
and overgrowth of foreign organisms which may 
cause severe damage to the walls of the vagina. 
Often in such cases the trichomonas vaginalis is 
found, but the author does not agree with Hochne 
that this organism is the cause of the condition. 
While the normal vagina is very resistant to invading 
organisms, such factors as infantilism, ovarian weak- 
ness, and general diseases lower its resistance. 

The vulva also may be the source of a discharge. 

A thorough general and gynecological examination 
should be made and particular attention paid to the 
microscopic and cultural findings. In cases of 
catarrh of the cervix, treatment for gonorrhcea, 
plastic removal of scar tissue, or treatment for 
vagotonia should be given, depending upon the 
cause of the condition. Srrakoscu (G). 
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OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Davis, J. E., Kellogg, B. V., and Amolsch, A. L.: 
Anatomical and Clinical Studies upon 875 
Placentz. Am. J. Obst. & Gynec., 1924, vii, 637. 


Simple washing of the venous and arterial blood 
circuits of placentze with water at hydrant pressure 
with the addition of gentle hand massage will pre- 
pare the tissue for a satisfactory gross examination 
and will aid in the selection of sections for micro- 
scopic study. 

Placente that have been washed free from blood, 
injected with a simple opaque material such as 
barium sulphate, and then photographed from X-ray 
negatives provide very satisfactory preparations for 
the detection of obstructive areas in the blood cir- 
cuit and atrophic changes in the parenchyma. 

The injection of the cleared blood circuits of the 
placenta with colored gelatin preparations and cor- 
rosion of the tissue outside of the circuits prepares 
excellent specimens for anatomical study of the 
canalization architecture. 

When the cord is centrally inserted each artery 
supplies approximately half of the placenta. In 
placente with eccentrically inserted cords one artery 
usually supplies two-thirds to the three-fourths, 
while the other artery supplies the remainder. In 
placente with marginal insertion and those with 
velamentous insertion the distribution may be 
approximately equal or one artery may supply only 
a small area. In twin placente of uni-oval type 
there is a direct anastomosis on the fetal surface be- 
tween the arteries of both cords but no evident 
anastomosis between individual cotyledons. In twin 

lacentz of the bi-oval type there is no anastomosis 

etween the vessels on the fetal surface nor between 
adjacent cotyledons along the line of the placental 
union. 

Necrotic areas may be interpreted as the result of 
infarction, infection, or the changes of age. In- 
farction changes, the most common of all lesions in 
the placenta, are to be regarded as both physiological 
and pathological. Their size, age, position, and 
duration are of importance. When they are situated 
centrally and disturb a large area of blood supply the 
result is disastrous to the fetus. Cysts are not of 
much importance unless they are fairly large. They 
usually form in the areas of infarction or hemor- 
rhage. Cystic degeneration of the chorionic villi dis- 
tributed uniformly over the branches of the chorionic 
stems is to be recognized as a choriomatous tumor 
mass (chorio-epithelioma benignum). 

Of 500 consecutive patients examined, 19.60 per 
cent gave no evidence of general pathology while 
they were in the hospital for confinement and had 
no record of abortions, miscarriages, stillbirths, 


neonatal deaths, or previous puerperal pathology. 
Judged by rigid microscopic standards, 33.6 per cent 
of the group gave evidence of reaction to infection 
in the placenta amnion or umbilical cord. Only 1.2 
per cent of these gave histologic or serologic signs of 
syphilitic infection. 

The gross appearance of the cord and placenta 
indicated abnormalities in only 20.4 per cent of the 
500 specimens. White infarction was observed in 
72.4 per cent, but when the cases were checked 
with microscopic and arbitrary criteria for normality, 
it was found that only 12 per cent showed this 
condition to an excessive degree. 

Albuminuria was observed in 28.25 per cent and 
hypertension in 36.55 per cent of the cases. The 
mothers who had had previous abortions and previ- 
ous premature labors constituted 17.68 per cent. 
The combined infant morbidity and mortality was 
39-61 per cent. The mortality during the puer- 
perium was 4 percent. The incidence of infection 
was 33.6 percent. This percentage is high, but corre- 
sponds very closely with the clinical data indicative 
of pathology. EpwaArp L. CorneLt, M.D. 


Grosse, A., and Pasquereau, X.: Bilateral Pyelo- 
nephritis and Cholecystitis During, Pregnancy; 
Treatment with Autogenous Vaccine; Delivery 
of a Living Child at Term; Recovery (Pyélo- 
néphrite double et cholécystite pendant la gestation; 
autovaccination; accouchement 4 terme; enfant 
vivant; guérison de la mére). Rev. frang. de gynéc. 
et d’obst., 1924, xix, 251. - 

A young primigravida with a negative history 
was seized with severe pain typical of biliary colic 
and associated with vomiting, chills, and fever. On 
the following day, lumbar pain on the right side 
and radiating into the abdomen, tenderness in the 
right costovertebral angle, and pyuria suggested 
pyelonephritis of the right kidney. The urine gave 
a pure culture of Freidlaender’s bacillus. 

The treatment consisted in the use of an autog- 
enous vaccine, each cubic centimeter of which con- 
tained one million organisms. A week later the 
symptoms were more severe and the vaccine was 
therefore administered every other day. The amount 
used was’ at first 0.5 c.cm. and was gradually in- 
creased. 

For three weeks there was improvement, but at 
the end of that time the left kidney became involved, 
the general symptoms were aggravated, and violent 
renal colic was caused by the passage of firm muco- 
purulent masses. This attack was followed by an- 
other three weeks of gradual improvement. A 
healthy infant was then delivered at term and the 
mother made an uneventful recovery. 

ALBERT F. DeGroar, 
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OBSTETRICS 


Fink, K.: Ocular Disturbances During Gestation 
(Augenstoerungen im Gestationprozess). Deutsche 
med. Wehnschr., 1923, xlix, 1465, 1490. 


The relationships between the processes of gesta- 
tion and pathology of the visual organs are numer- 
ous. In this article the author deals only with the 
visual disturbances and changes in the eye-grounds 
which are associated with hydrops gravidarum and 
the various forms of typical nephritis in pregnant 
women. 

All disturbances of vision during pregnancy un- 
questionably demand an examination with the 
ophthalmoscope. It is generally believed that the 
acute disturbances of vision or blindness in pregnant 
women with the signs of nephropathy or with a 
threatened or an already present eclampsia are 
relatively unimportant and do not indicate inter- 
ruption of the pregnancy; in cases of acute blindness 
or severe amblyopia with normal eye-grounds, re- 
moval of the products of gestation becomes necessary 
only when uremia is present. On the other hand, 
visual disturbances of gradual onset may have an 
extremely serious pathological basis. The cause may 
be a chronic nephritis, but this is true in only the 
occasional case. 

When detachment of the retina is found it is 
necessary to determine first whether the cause is a 
simple nephropathy or a severe chronic nephritis. In 
cases of simple nephropathy an attempt should be 
made to obtain re-attachment of the retina by rest 
in bed and dietary measures. In severe chronic 
nephritis the uterus should be emptied at once. 

The theory that retinitis gravidarum occurs only 


with chronic nephritis is incorrect. This condition is 
often among those associated with hydrops gravi- 
darum, namely: the kidney of pregnancy, nephro- 
pathy, and eclampsia. It is only in the exceptional 
case that retinitis gravidarum is an indication for the 
interruption of pregnancy. The prognosis as to life 


and to vision is favorable. Three of the author’s 
cases proved incorrect Adam’s theory that the prog- 
nosis is poor in the cases 6f pregnant women with a 
chronic nephritis who develop retinitis. However, 
when the retinitis is due to nephritis, the uterus 
should be emptied as in such cases the prognosis as 
to life and vision is very poor. Schioetz believes that 
the patient with chronic nephritis and associated 
changes in the eye-grounds should be subjected to 
sterilization, but in the author’s opinion this is war- 
ranted only in the most severe cases. 
Von Lippmann (G). 


Bunzel, E.E.: AStatistical Review of the Toxzemias 
of Pregnancy. Am. J.Obst. & Gynec., 1924, vii, 686. 


In a series of 465 cases of gestation toxemia the. 


pregnancy was terminated or labor was induced in 
100 (23.7 percent). This was done by dilatation and 
curettage in four cases; hysterotomy and sterilization 
in three; hypodermic injections of pituitrin in three; 
artificial rupture of the membranes in six; the intro- 
duction of a bougie in twelve; the introduction of a 
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Voorhees bag in fifty-one; vaginal hysterotomy in 
three; and abdominal cesarean section in eighteen. 

Of the eighteen abdominal cesarean sections, 
fifteen were performed for indications other than the 
toxemia. Operative induction after the fifth month 
of pregnancy was done because of toxemia in only 
sixty-nine cases (14.8 per cent). Fifty-four patients 
(11.1 per cent) had convulsions. Two had been 
toxic in previous pregnancies and two had had 
toxemia with convulsions. The onset of convul- 
sions occurred in the fifth month of pregnancy in 
two cases; in the sixth month in four cases; in the 
seventh month in twelve cases; in the eighth month 
in seventeen cases; and in the ninth month in nine- 
teen cases. 

Of the fifty-four women with convulsions, ten (18 
per cent) were private patients, most of whom were 
first seen after the onset of the toxemia; fifteen (28 
per cent) were clinic patients; and twenty-nine (54 
per cent) were emergency cases. 

The convulsions developed before labor in thirty- 
one cases (57 per cent); during labor in seven cases 
(13 per cent); and after labor in sixteen cases (30 per 
cent). 

Labor was induced or hastened in eighteen cases 
(33.3 per cent). The method used was vaginal 
hysterotomy in two cases; abdominal cesarean 
section in two cases (both with a deformed pelvis); 
the introduction of a bougie in one case; and the 
introduction of a bag in thirteen cases. 

In the fifty-four cases of convulsions there were 
six maternal deaths (11.1 per cent). Labor was 
induced by bags in four of these cases. In one, de- 
livery was accomplished by version and breech ex- 
traction because of a prolapsed cord; the baby was 
saved but the mother died of shock. In another, 
that of a woman who had sixteen convulsions before 
and during labor, a dead baby was delivered with 
difficulty by means of instruments. In two cases in 
which bags were employed, the convulsions con- 
tinued postpartum and the mother died of an over- 
whelming toxemia. In one of the latter cases the 
liver was four times the normal size and contained 
many hemorrhages. Of the two maternal deaths 
occurring in cases in which bags were not employed, 
one occurred before delivery following the signs of a 
cerebral hemorrhage and the other followed a 
hurried difficult forceps delivery done because of 
convulsions which began in the second stage; the 
convulsions continued in the postpartum period. 

The onset of the convulsions occurred before de- 
livery in four cases and during delivery in two cases. 
There were no deaths in the group of sixteen cases in 
which the convulsions began after delivery. Five of 
the patients with convulsions who died were in the 
eighth month of pregnancy, and only one was at 
term. 

Of the’babies in the fifty-four cases of convulsions, 
twenty-six (49 per cent) left the hospital alive and 
well, and six (11 per cent) died after birth. Four of 
the latter were premature and in one hemorrhages 
were found in the viscera at autopsy. In one case no 
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definite cause of death was found. Twenty-one (40 
per cent) were stillborn. Of these, eight were 
macerated, one showed osteogenesis imperfecta, two 
were injured at the time of delivery, and in four 
visceral hemorrhages were found at autopsy. In six 
no definite cause of death could be discovered. 

In the entire series of 465 cases there were twenty- 
five pairs of twins and one set of triplets. Three 
hundred and eighty-two babies (78 per cent) were 
born alive, and 111 (22 per cent) were stillborn. 

In the 111 cases of stillbirth, pregnancy was inter- 
rupted by dilatation and curettage in three and by 
hysterotomy in four. There were forty-five cases of 
macerated fetuses, thirty premature births, fourteen 
deaths due to injuries at the time of delivery, one 
case in which the mother had meningitis, one case in 
which the mother had a cardiac lesion and pneumonia, 
ten cases in which no cause of death could be found, 
and three cases of congenital anomaly (hydronephro- 
sis, general anasarca, and osteogenesis imperfecta). 

Of the 382 babies born alive, twenty-nine (7.6 per 
cent) died subsequently in the hospital from the 
following causes: a congenital heart condition, one; 
congenital syphilis, one; congenital cleft of the ab- 
dominal wall, one; visceral hemorrhages, three; 
pneumonia, three; and premature birth, twelve. In 
eight cases no demonstrable cause of death could be 
found. Three hundred and fifty-three babies (72 per 
cent of all those born of toxic mothers) left the 
hospital alive and well. 

The maternal deaths in the entire series of 465 
cases numbered fourteen, a gross maternal mortality 
of 3 per cent. In four of these fourteen fatal cases, 
nine of which were emergency admissions, death was 
due to other complicating conditions. In one case, 
that of a woman who had been delivered of triplets, 
autopsy showed myocarditis, bronchopneumonia, 
and chronic nephritis. In one case of placenta 
previa the child was delivered by version and breech, 
the placenta was extracted manually, and the uterus 
packed. One woman died before delivery of cardiac 
insufficiency, and one died with symptoms of men- 
ingitis. Therefore, the corrected maternal mortal- 
itv of pregnancy with toxemia was 2.1 per cent. 

The article is summarized as follows: 

The incidence of pregnancy with toxemia is 6.3 
per cent, and convulsions occur in 0.7 per cent of all 
pregnancies. 

Careful prenatal care with hospitalization of pa- 
tients showing signs or symptoms of a complicating 
toxemia is essential. During the prenatal period, 
foci of infection, especially in the mouth, should be 
cleared up. The patient’s home conditions should be 
investigated and corrected in order to eliminate any 
source of worry. 


Many cases go into spontaneous labor. Even when . 


convulsions have developed, induction is contra- 
indicated until medical treatment has been given a 
fair trial. 

A “Toxic)Follow-Up Clinic” is of great import- 
ance, for here the patients may be observed and ad- 
vised while they are in the non-pregnant state. In 


such a clinic a pre-pregnancy course of treatment 
might be given which would lead to improvement jn 
prenatal care. . Epwarp L. Cornett, 


Magner, W.: The Pathology of Stillbirth and 
Neonatal Death. Amn. Clin. Med., 1924, ii. 440. 


The author defines stillbirth and neonatal death, 
The term “neonatal death” he applies to the deaths 
of infants occurring after birth from some cause 
arising within the uterus or during delivery. 

The article is based upon a study of thirty-nine 
cases in which autopsy was performed. Of these, 
twenty-two were cases of stillbirth and seventeen 
were cases of neonatal death. 

Of the stillbirths, 45.4 per cent were attributed 
to asphyxia or interference with oxygenation of the 
fetal blood. 

The author’s conclusions with regard to asphyxia 
neonatorum are as follows: 

1. In the presence of general lividity and multiple 
subpleural and subepicardial hemorrhages in con- 
junction with fluidity of the blood and congestion oj 
the meninges and viscera it is justifiable to conclude 
that the infant died from asphyxia. 

2. When, with the findings mentioned. there isa 
maternal, placental, or cord condition sufficient to 
account for a reduction in the circulation through 
the placenta or deficient oxidation of the infant's 
a a diagnosis of primary asphyxia is unassaila- 

e. 

3. It is not justifiable to attribute death to 
asphyxia on the basis of petechial hemorrhages alone 
as the latter may be due to a minor degree o/ 
asphyxia associated with birth or possibly to de- 
generative changes in the capillary walls associated 
with a toxemic process. 

4. The weight of evidence is against the occur- 
rence of respiratory movements in association with 
intra-uterine asphyxia. 

5. Asphyxia is the most common cause oi still- 
birth. 

Maternal toxemia may, and usually does, cause the 
death of the infant as a result of secondary changes 
in the placenta. The so-called “albuminuric pla- 
centa”’ usually shows very numerous, pale, bloodless 
areas on its uterine surface and extending for variable 
distances into the substance of the organ. H:emor- 
rhages are also very common. 

The lesions described are to be regarded as 
pathological more because of their extent than be- 
cause of their presence. 

While death was attributed directly to maternal 
toxemia in only 14.2 per cent of the cases reported. 
it is very probable that in the last analysis this con- 
dition would be found responsible for a large number 
and perhaps for the majority of stillbirths and early 
postnatal deaths. 

The only conclusive evidence of fetal syphilis is 
the demonstration of the treponema pallidum in the 
tissues. 

With regard to the placenta the author states that 
if the syphilitic fetus survives the period o! intra- 
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uterine development and is born alive, the placenta 
will usually be found normal, but the placenta of the 
syphilitic macerated fetus practically always shows 
definite pathological changes. Maceration is not 
indicative of syphilis. 

One of the intrapartum deaths was attributed to 
status lymphaticus. 

There were two cases of anencephaly with no 
macroscopic trace of the adrenals. 

In eight of the seventeen cases of neonatal death 
there were hemorrhages within the cranium; in three 
they were intraventricular and in five meningeal. Of 
the meningeal hemorrhages, all except one were 
associated with tearing of the tentorium cerebelli. 
The survival of the infants ranged from one hour to 
seven days. Trauma is an important factor, but in 
certain cases of hemorrhage the bleeding is due to 
a hemorrhagic diathesis. 

A number of neonatal deaths are due directly to 
deficient expansion of the lungs, atelectasis. In three 
cases the death of the infant was the result of 
bronchopneumonia, and in at least one of these the 
infection was contracted before birth. Other in- 
fections also may cause death. In one case it ap- 
peared that death was due to a large hemorrhage 
into the medulla and inner layers of the cortex of 
the leit adrenal. In another case the cause of the 
infant’s death was not determined. The oniy ab- 
normality found was a considerable amount of slight- 
ly blood-stained fluid in the peritoneal cavity. This 
was present in thirteen of the cases reviewed. 

Ro anp S. Cron, M.D. 


Moulonguet-Doléris, P.: Ovarian Pregnancy (Con- 
tribution a Vétude de la grossesse ovarienne). 
Gynécologie, 1924, Xxili, 257. 

This article is based on seventy-seven case reports 
which are summarized briefly and upon one case seen 
by the author. 

The author’s patient, a woman 29 years old, 
entered the hospital because of continuous menor- 
rhagia with pain. Four days before the onset of these 
symptoms, menstruation occurred at the normal 
time but was less profuse than usual. In the absence 
of signs other than rigidity in the right lower quad- 
rant a diagnosis of appendicitis was made. 

_ At operation the right tube and the appendix were 

found normal, but the right ovary was greatly en- 

larged and contained ecchymoses and a mass having 
the appearance of a large corpus hemorrhagicum 
from which a small amount of bleeding had occurred 
into the peritoneal cavity. There were no adhesions. 

The right adnexa were removed. 

_ After hardening, the ovary was opened and exam- 

ined microscopically. In a blood clot within the 

large mass an embryo was found in an intact amni- 
otic sac. Evidently the ovum had been largely sepa- 

tated trom contact with the ovarian tissue by a 

hemorrhage around it. Externally the capsule of 

the ovum was continuous with the cortex of the 
ovary. Internally, in the absence of encapsulation, 
the chorionic villi were in direct contact with an ad- 


jacent corpus luteum. The blood vessels of this re- 
gion were markedly dilated because of the presence 
of the trophoblast. 

Examination of the embryo revealed such marked 
abnormalities that its age could not be determined. 

The etiology of ovarian pregnancy is obscure. 
Evidently fecundation occurs at the time of ovula- 
tion or just preceding it, but the exact point of im- 
plantation cannot be determined because of the 
rapidity of the changes induced by the trophoblast. 
Ectopic pregnancy is favored by inflammation. 

The pathological anatomy varies greatly with the 
stage of development of the ovum. An early ovarian 
pregnancy appears as a hematoma and its nature 
can be determined only with the microscope. Ad- 
vanced development of the ovum so distorts the 
anatomy that its origin within the ovary is very 
difficult to demonstrate. 

The vascular changes at the point of implantation 
are similar to those taking place in a normal preg- 
nancy, but because of the paucity of blood vessels 
in the ovary the resulting vascularization is more 
fragile and early hemorrhage and destruction of the 
ovum usually result. 

Frequently the embryo is abnormal as in ectopic 
development elsewhere. 

In a very few hours after the death of a small em- 
bryo it disappears by autolysis but the chorionic villi 
persist for a long time. The chorionic villi have been 
observed after five months in perfect condition. This 
finding offers the only means of distinguishing a 
hamatoperitoneum due to pregnancy from that due 
to rupture of a graafian follicle, corpus luteum, or 
luteum cyst. 

The histology of ovarian pregnancy proves con- 
clusively that the implantation is an active process 
on the part of the ovum, and that the decidua is of 
maternal origin and not essential to the implantation 
of the ovum. It is probable that the tissue described 
in certain case reports as decidual tissue was a 
portion of greatly altered corpus luteum. 

Contrary to general opinion, the point of im- 
plantation is seldom within a follicle. 

In ovarian pregnancy rupture is apt to occur very 
early, and the hemorrhage is seldom severe. 

Occasionally, hemorrhage about the ovum arrests 
the growth but fails to rupture to the surface of the 
ovary and passes unrecognized. In cases of persistent 
pain operation may reveal a large ovary containing 
an organized blood clot. 

Advanced ovarian pregnancies are difficult to 
identify. While the removal of a viable fetus at 
term has been reported, death with maceration or 
the formation of a lithopedion is the usual history. 

ALBERT F. DeEGroat, M.D. 


LABOR AND ITS COMPLICATIONS 


Hodgkins, E. M.: The Hirst Transperitoneal Czsa- 
rean Section. Bosion M. & S.J., 1924, cxc, 920. 


In the author’s opinion we should consider all of 
the newer cesarean sections as cervical operations 
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and then divide them into extraperitoneal, intra- 
peritoneal, and transperitoneal procedures. The 
extraperitoneal operation has been given up as im- 
practical. The intraperitoneal method should be 
discarded also as it does not protect against spill or 
infected lochia. In the transperitoneal method the 
peritoneal cavity is protected. The author describes 
the technique of the Hirst operation in detail. 

In all cases in which a cervical operation is per- 
formed some labor is necessary in order that the 
lower uterine segment may be thinned out and 
widened and the tissues rendered looser for separa- 
tion. Dilatation of the cervix is imperative on 
account of the location of the incision and drainage. 
The advantages of this operation are illustrated by 
the report of four cases which were frankly infected. 
Rupture of the uterus in subsequent pregnancies is 
not to be feared because of the excellent healing and 
location of the scar. 

The author has operated upon forty-three cases. 
In all except one case there was sufficient labor to 
dilate the cervix partially. Many of the women 
were advanced in labor when they were first seen. 
A large number had been examined vaginally at 
least once. Instruments were applied in one case 
only. This case did not become septic as might be 
expected. There were no maternal deaths. Two of 
the babies were born dead and one died of atelectasis. 
The mothers were entirely free from peritoneal 
reactions indicating peritonitis. 

In the Hirst transperitoneal casarean section the 
peritoneal cavity is protected from spill and there is 
no handling of the bowel; therefore shock and post- 


operative intestinal complications are minimal. 
The layers are rapidly sealed, and in cases of puer- 
peral sepsis the drainage is extraperitoneal. There 


can be few intraperitoneal adhesions. Transperi- 

toneal cervical cesarean section can be repeated, 

and is applicable to both clean and infected cases. 
Roranp S. Cron, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Rundlett, D. L.: Some Remarks on the Etiology 
and Treatment of Puerperal Eclampsia by the 
Tweedy Method. J. Iowa State M. Soc., 1924, xiv, 
250. 

The author states that puerperal eclampsia is due 
to inability of the mother to assimilate foreign pro- 
teins. The treatment consists in elimination during 
the pre-eclamptic stage, the administration of mor- 
phine and atropine and the use of measures to 
promote elimination during the eclamptic stage, and 
delivery by the vaginal route when the cervix is fully 
dilated and the presenting part is well down in the 
pelvis. 

Rundlett advises against accouchement forcé, but 
if the patient is dying he performs a vaginal cesarean 
section. He does not recommend vapor baths, 
chloroform, or bleeding. He employs veratrum viride 
to reduce the blood pressure. 

Rotanp S. Cron, M.D. 
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Whitehouse, B.: Puerperal Sepsis: Its Prevention 
and Treatment. Lancet, 1924, ccvi, 1ogt. 


The author discusses puerperal sepsis from almost 
every standpoint. He draws attention to the very 
high death rate from the condition in England as 
compared with Scotland and Ireland. The higher 
the birth rate the greater the maternal death rate, 
In England, as in all other countries, the death rate 
was highest in 1920. Puerperal sepsis is much more 
common in the urban than in the rural districts, 
The factors responsible are the squalor and dirt of 
the slums, the bustle and rush of the town practi- 
tioner, the midwife, and some of the maternity 
homes. 

In discussing the shortcomings of the midwife 
Whitehouse suggests that all maternity homes be 
registered and periodically inspected. Puerperal 
sepsis may be prevented in the homes of the very 
poor by proper personnel and care. Better antenatal 
care and more specialization are necessary. 

All streptococci in the genital tract of the parturi- 
ent woman should be considered as potential sources 
of infection. As infection by the blood stream is 
possible, careful and thorough treatment should be 
given any septic focus present during pregnancy. 

The treatment of puerperal sepsis must be begun 
early. The local treatment should consist in prepar- 
ing the patient by shaving the genitals, cleansing 
the perineum, vagina, and uterine cavity with 
sodium hypochlorite, light curettage, and establish- 
ing drainage by means of two rubber tubes carried 
to the top of the fundus. Irrigation should then be 
done every two or three hours. In the constant 
presence of a powerful antiseptic, curettage has never 
proved harmful in the author’s cases, and in several 
it has undoubtedly caused improvement by remov- 
ing retained decomposing portions of placenta or 
membrane. 

To date, the author has had sixty-two cases of 
severe puerperal sepsis with only five deaths. 

As general treatment he recommends: (1) serum- 
therapy; (2) the use of autogenous vaccines; (3) 
intravenous injections of acriflavine in 1:250 saline 
solution; (4) a concentrated and nutritious diet; and 
(5) a liberal allowance of alcohol. 

Rotanp S. Cron, M.D. 


Eichel, O. R.: A Preliminary Report of a Statistical 
Study of Puerperal Sepsis. Am. J. Obst. & 
Gynec., 1924, vii, 667. 

This article discusses the mortality of puerperal 
sepsis in New York City and New York State, the 
geographical distribution of the cases, their occur 
rence in the practice of physicians and midwives, the 
seasonal variation in the condition, its occurrence 
with relation to the age and marital status of the 
mother, and the associated causes of death. __ 

During the five years from 1918 to 1922 inclusive, 
there were 7,000 deaths from all puerperal causes 
the state of New York. Of these, 3,461 were te 
ported from New York City and 3,539 from the rest 
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of the state. Puerperal sepsis was given as the cause 
in 1,910 (27 per cent) of those occurring in the entire 
state, in 852 (24.6 per cent) of those occurring in 
New York City, and in 1,058 (30 per cent) of those 
occurring in the rest of the state. 

For six years following 1910, the trend of the death 
rate from all puerperal causes (this being a rate based 
on live births and stillbirths combined) was definitely 
downward. The New York City rate dropped from 
56 per cent in 1910 to 44 per cent in 1917, and that 
for the rest of the state from 79 per cent in 1910 to 53 
per cent in 1916. In 1918 the influenza epidemic 
caused the rate to rise to 70 per cent in New York 
City and to 83 per cent in the rest of the state. 
After 1918 it dropped sharply. 

The sepsis rate declined in New York City from 19 
per 10,000 live births and stillbirths combined in 
110 to 12 in 1921, and in the rest of the state from 
28 in 1910 to 21 in 1921. The speed of the decline 
was slightly greater in New York City and about ten 
points lower throughout. In no year was the rate 
for the rest of the state as low. 

In New York State the mortality from all puer- 
peral causes, from septicemia alone, and from 
puerperal causes exclusive of septicemia shows a 
very definite and regular seasonal variation. The 
septicemia peak occurs in March and that due to 
puerperal causes in February. 

In general, the lowest mortality from both 
septicemia and other puerperal causes is found in 
the large cities which have the largest proportion of 
non-resident patients. This is probably due to the 
fact that the non-resident mother is usually confined 
in an institution where there are better facilities for 
proper care than in a private home. 

During the five-year period studied, the number 
of deaths from puerperal septicemia was 14 per 
10,000 live births and stillbirths in New York City 
and 23 in all upstate cities combined, 21 in upstate 
villages of over 2,500 population, and 16 in the rural 
area of the state. Thirty-four upstate cities had 
tates ranging from 20 to 64. 

Deaths due to sepsis were not limited significantly 
to any one or even several physicians in any city, 
but on the contrary were freely distributed in the 
practice of many physicians. These men included 
the majority of physicians who attended obstetrical 
patients and therefore were exclusive of specialists 
and aged or retired practitioners. 

While it is generally believed by members of the 
medical profession that the midwife is largely re- 
sponsible for the high mortality from puerperal 
causes, the facts in New York State are entirely to 
the contrary. 

Of the 1,996 deaths from all puerperal causes in 
311,872 confinements during the years 1919 to 1921, 
650 (32.6 per cent) were due to septicemia. Reduc- 
ing these to a ratio per 10,000 confinements at each 
successive age from 15 to 50 years, the following 
distribution is obtained: from 15 to 19 years of age, 
20.0 per 10,000; from 20 to 24 years, 18.4; from 25 
to 30 years, 18.8; from 30 to 35 years, 22.8; from 35 
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to 40 years, 25.1; from 40 to 45 years, 28.5; and 
from 45 to 50 years, 32.0. Therefore the danger of 
death from septicemia increases steadily after the 
twentieth year. 

There were 603 deaths from septicemia among 
married mothers in 308,176 confinements, the 
mortality being therefore 19.6 deaths per 10,000 as 
compared with a rate of 129.3 among unmarried 
mothers with 3,481 confinements and forty-five 
deaths from septicemia. In the cases of married 
women the incidence of stillbirth was 3.3 per cent, 
while in those of unmarried women it was 6 per cent. 

Epwarp L. Cornett, M.D. 


Bailey, H.: The Serum Treatment of Puerperal 
Sepsis. Am. J. Obst. & Gynec., 1924, vii, 658. 


The serum used in the cases reported was prepared 
by Huntoon. Horses were repeatedly injected with 
a mixture of strains selected to cover the majority 
of hemolytic streptococci represented in the sero- 
logical classification and in disease sources. 

In most instances 100 c.cm. were given, but in 
one or two cases only 50 c.cm. were administered. 
Before injection the patient was tested for hyper- 
sensitiveness. An erythema less than 2 cm. in extent 
was considered the limit for a negative test. In one 
case desensitization was necessary. This was done 
by administering small doses, beginning with a drop 
and gradually increasing the amount to 1 c.cm. in 
the course of about an hour. 

A number of the patients developed serum sick- 
ness. Asa rule, this was first evidenced after forty- 
eight hours. Large urticarial wheals appeared, but 
while the itching was always intense it was temporar- 
ily relieved by small doses of adrenalin. The author 
has ceased to fear serious effects from the administra- 
tion of the serum per se. 

In the presence of a fever continuing through a 
second twenty-four hours, 100 c.cm. of serum should 
be administered after proper desensitization tests 
and at the time that the blood and uterine cultures 
are taken. 

The patients with infection were kept out on a 
balcony between two wards, and in both winter and 
spring were exposed to the outdoor temperature. 
Most of the beds were protected from direct drafts 
by window screens in arches of the balcony. No 
local treatment was given. The number of examina- 
tions by vagina or rectum were limited. Following 
the injection of the serum and the decrease in the 
temperature there was usually a local exudate. It 
seemed to Bailey that the serum had a definite tenden- 
cy toward localizing the disease by the production 
of a parametritis. Epwarp L. Cornetr, M.D. 


NEWBORN 


Capon, N. B.: Hemorrhagic Disease of the New- 
born, With Report of Six Cases. Lancet, 1924, 
XXXiV, 1203. 

In hemorrhagic disease of the newborn the 
hemorrhage usually begins between the second and 
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fifth days after birth and rarely lasts more than five 
days. It may be external or internal. External 
bleeding may occur from the nose, mouth, vagina, 
urethra, bowel, or umbilicus. Melena with or with- 
out hematemesis is the most frequent form. The 
blood is usually fluid, but occasionally contains clots. 
Pyrexia is frequently noted. 

Before the introduction of treatment by blood 
injection the mortality ranged from 50 to 60 per 
cent. Today it is from ro to 20 per cent. 

Ulceration of the gastro-intestinal canal occurs in 
less than 50 per cent of the cases; the majority show 
only hyperemia, congestion, and punctiform hemor- 
rhages of the gastro-intestinal mucous membrane. 
Occasionally small superficial erosions are seen. It 
is said that round-cell proliferation occurs in the 
submucosa. 

It is now generally believed that the fundamental 
cause of haemorrhagic disease of the newborn is a 
fault in the blood chemistry. 

The best treatment is the administration of whole 
blood. Whether the disease is due to deficiency of 
prothrombin, of platelets, of fibrinogen, or of throm- 
bokinase, whole blood will supply the deficiency. 
Whole blood probably stimulates the neonatal tis- 
sues to produce the substance which was previously 
deficient or absent, and compensates for the loss of 
fluid due to the hemorrhage. 

Unless the bleeding is very severe at its onset, the 
whole blood may be given at first by the subcutane- 
ous or the intramuscular route. The dose to be ad- 
ministered will depend upon the findings made at 
the clinical examination. In a case of average severi- 
ty it is probably best to begin{by injecting) 20 c.cm. 
of blood, either citrated or not. If the hemorrhage 
does not cease within two hours the injection should 
be repeated. 


When the infant fails to improve speedily with 
this treatment, no time should be lost in resorting 
to intravenous transfusions for, as Holt has em. 
phasized, the infants who die rarely survive more 
than three days and often less than one. 

It has been the experience of most clinicians that 
preliminary typing of the blood is unnecessary. 

The injection may be made into the externa! jugu- 
lar vein or the superior longitudinal sinus. The in- 
fant’s head must be held firmly by assistants and 
the needle introduced as far posteriorly as possible 
in the anterior fontanelle to a depth of about 34 in, 
The use of this route may be dangerous, but ill ef- 
fects are unlikely to result if the operator remembers 
that when the point of the needle is in the sinus the 
transfused blood should be made to flow with only 
the very slightest pressure on the syringe piston. © 

In all cases the blood should be citrated, 10 c.cm. 
of 3 per cent sodium citrate solution being added to 
each 100 c.cm., and should be injected at body 
temperature. The volume that should be injected 
depends upon the clinical condition of the infant. 
From 60 to 75 c.cm. of blood are approximately 
sufficient to supply the substances necessary {for 
clotting and to replace the cellular elements lost by 
the hemorrhage. Horse serum and human serum 
_ frequently proved efficacious, but must be 
resh. 

It is unnecessary to emphasize the importance of 
employing the surgical treatment which may be in- 
dicated for the control of hemorrhage. Shock 
caused by severe blood loss may require intravenous 
or subcutaneous injections of normal saline solution. 
Rectal injections of 5 per cent glucose solution have 
also been used to combat this condition. 

All but one of the author’s patients recovered. 

Rotanp S. Cron, M.D. 
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ADRENAL, KIDNEY, AND URETER 


Lee-Brown, R. K.: The Renal Circulation. Arch. 
Surg., 1924, viii, 831. 

The investigation reported in this article was 
undertaken to eliminate the existing doubt regard- 
ing certain features of the final distribution of the 
renal vessels. The outstanding points of the con- 
troversy seem to be: (1) the origin of the recte of 
the medulla, and (2) the existence or non-existence 
of a blood supply to the cortex from the renal artery 
which has not previously traversed a glomerulus. 

In 1842, when Bowman published his classic ac- 
count of the renal circulation, he concluded that the 
cortex does not receive any blood supply that has not 
previously passed through a glomerulus and that the 
arteria recta originate as efferent glomerular vessels. 

In the author’s investigation a large number of 
sections from mammalian kidneys, mostly human 
tissue, were studied. It was found that the inter- 
lobular arteries may terminate: (1) as an afferent 
glomerular artery to one or more glomeruli; (2) by 
breaking up directly to supply the convoluted tubules 
in the cortex; (3) or as a perforating capsular artery. 
The trunk of the interlobular artery gives off two 
series of branches, one to the glomerulus and one 
that is directly nutrient. 

The conclusions drawn are as follows: 

1. The coarser distribution of the renal vessels 
conforms to the generally accepted teachings. 

2, The afferent glomerular vessels vary in length 
and have two sources of origin: (1) the trunks of the 
interlobular arteries and (2) the arcuate arteries. 

3. Glomeruli consist of a ramification of the 
aflerent vessel converging to form the efferent within 
Bowman’s capsule. They vary in size. Sometimes 
there are twin glomeruli, and sometimes an atrophic 
variety is discovered. 

4. The atrophic or aborted glomeruli are found in 
close proximity to the medulla and represent glomer- 


‘uli devoid of capsule whose special function has 


ceased. They now merely serve as conducting vas- 
cular channels from afferent to efferent vessels. 

5. There are four distinct types of efferent vessels: 
(a) subcapsular, (b) cortical, (c) corticomedullary, 
and (d) medullary. Each has its own particular 
mode of distribution. 

6. The arterie recte originate as efferent vessels 
from glomeruli situated chiefly in close relationship 
to the medulla, though a smaller percentage arise as 
ferent vessels from glomeruli in the corticomedul- 
lary zone. These vessels form most of the blood sup- 
ply of the medulla, but a small amount of blood is 
obtained from the lower branches of the plexus 
formed by the efferent vessels in the deepest part of 
the cortex. 


7. The arterie recte are found in some cases, but 
their presence is exceptional. 

8. Direct nutrient vessels are of two types. An 
interlobular artery may end by directly breaking up 
into a terminal ramification surrounding the convo- 
luted tubules of the cortex (a modification of this is 
seen in the perforating capsular artery), or branches 
may be given off from the trunks of the inter- 
lobular arteries which, after pursuing a short course 
and showing no evidence of a glomerulus, break up 
into a plexus supplying the tubules. 

9. All of the branches of the renal artery are not 
true end-arteries, as a return flow may be obtained 
by way of the posterior division when the organ is 
irrigated with physiological sodium chloride solu- 
tion through the anterior division of the artery. 

10. The renal circulation is irreversible. 

C. D. Hoitmes, M.D. 


Foley, F. E. B.: The Diagnosis of Anomalous Renal 
Artery as a Cause of Upper Urinary Tract 
Stasis. Minnesota Med., 1924, vii, 359. 


Anomalies of the renal circulation are common. 
They may be abnormalities in the distribution of 
the renal artery or branches of the aorta. Since these 
aberrant vessels cause pressure on the ureter or the 
kidney pelvis, it is obvious that they may often 
cause hydronephrosis. Therefore it is important 
that the condition be discovered before serious dam- 
age to the kidney has resulted from long-continued 
distention of the pelvis. 

Braasch mentions the pyriform dilatation of the 
pelvis, and Crabtree a demonstrable constriction at 
the ureteropelvic juncture as being characteristic 
of this deformity. The pyelogram in such cases is 
often found divided into upper and lower halves 
with the troublesome vessels coming off of the lower 
portion of the kidney and constricting the ureter or 
pelvis at the ureteropelvic juncture. Pain is a com- 
mon symptom. The urine may or may not contain 
pus. The diagnosis of anomalous renal artery is 
made on the basis of retention when all other causes 
have been excluded by modern urological methods. 

C. D. Hoimes, M.D. 


Crowell, A. J.: Cystin Nephrolithiasis: Report of 
a Case with Radiographic Demonstration of 
the Disintegration of a Stone by Alkalinization. 
J. Urol., 1924, xi, 545- 


The presence of a stone in the bladder or a shadow 
in the kidney in association with cystin crystals in 
the urine suggests the diagnosis of cystin nephro- 
lithiasis. The cystin may disappear from the urine 
temporarily. Since cystin is soluble in alkaline solu- 
tions, it is important to render the urine alkaline and 
keep it so. Pelvic lavage should be done every 
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second or third day. The solution should be warm, 
retained for from five to fifteen minutes, and fol- 
lowed by a saline solution. Surgery is unsatisfac- 
tory because it is frequently followed by recurrence 
of the stones. Disintegration should be attempted 
by the internal administration of alkalies, pelvic 
lavage with alkaline solutions, and limitation of pro- 
tein in the diet. Tuomas F, Finecan, M.D. 


Culligan, J. M.: Renal Stones Permeable to the 
X-Ray. J. Urol., 1924, xi, 559. 


Shadowless renal stones are usually composed of 
pure cystin, xanthin, or uric acid. Stones of such 
composition may produce shadows if other salts are 
mixed with them or if their structural arrangement 
is favorable. Shadowless renal and ureteral stones 
can be diagnosed by areas of greater translucency 
in the pyelogram or the ureterogram. Stones that 
do not cast shadows in the roentenogram are usually 
visible in the fluoroscopic picture made of the kidney 
after it has been delivered through the incision. 
When there is doubt concerning remaining frag- 
ments of stone, in these cases it may be advisable to 
perform nephrectomy. 


Quinby, W. C.: The Operative Treatment of Renal 
and Ureteral Calculi. J. Urol., 1924, xi, 539. 


The author advises against the removal of a renal 
stone that causes practically no symptoms, is not in 
a position where blocking of the ureter seems im- 
minent, and is not associated with infection. He 
advises also against the removal of an uncomplicated 
giant calculus when renal function is good, and 
against the removal of a small stone when the chances 
of its spontaneous passage are good. Stones accom- 
panied by infection should be removed. The ideal 
method of removing a stone is pyelotomy except 
when the intrarenal pelvis is small and the stone 
cannot be reached even though the pelvis is opened 
widely. In the latter type of case a small opening 
should be made in the cortex to permit counter- 
pressure. Nephrectomy should be done when in- 
fection and deformity are very great. 

Tuomas F. Frnecan, M.D. 


Braasch, W. F., and Foulds, G. S.: Postoperative 
Results of Nephrolithiasis. J. Urol., 1924, xi, §25. 


Braasch and Foulds reviewed the cases of rena! 
stone observed at the Mayo Clinic between the years 
1898 and 1921 to determine the frequency of recur- 
rence following operations for nephrolithiasis. There 
was Clinical evidence of recurrence of stone in eighty- 
eight (10.79 per cent) of 1,041 cases for which com- 
plete data were obtainable. If 402 nephrectomies 
are deducted, there remain 677 cases in which con- 
servative operations were performed. Among the 
latter there were seventy-one (10.48 per cent) with 
clinical evidence of recurrence in the kidney operated 
upon. The eighty-eight cases of recurrence included: 
(1) twenty-three cases in which re-examination with 
the roentgen ray, the cystoscope, etc. following 
operation gave positive findings; (2) thirty-six cases 
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in which there was a history of stones passing after 
operation, with symptoms referred to the kidney 
previously operated upon; (3) six cases in which sub- 
sequent operations for stone were performed else- 
where or positive roentgenograms had been made 
elsewhere; and (4) twenty-three cases in which the 
subsequent history was indicative of recurrence in 
the kidney operated upon. The accuracy of these 
data may be questioned on the ground that roent- 
genographic examinations were not made in all the 
cases included in the last group. However, a stone 
present for many years without symptoms is rare. 
Furthermore, as many patients having pain referred 
to the renal area do not have lithiasis, the number 
of these included will offset the number that may 
have been omitted because of absence of symptoms, 

The stone-forming period is probably limited. In 
seventy-one cases in which recurrence was noted the 
average interval following the primary operation was 
approximately two years. After operation for recur- 
rent stone, subsequent stone formation is not com- 
mon; there were only eight patients in this series 
who required three operations and these evidently 
had stone-forming kidneys. 

Nephrectomy was performed in 37 per cent of the 
cases. In the majority the kidney was pyonephrotic. 
The indications for nephrectomy are: (1) a function- 
less or nearly functionless kidney, (2) secondary 
malignancy, (3) diffuse advanced infection, (4) 
marked hydronephrosis, and (5) cases in which there 
has been a previous operation on the kidney with or 
without fistula. 

The indications for a conservative operation are: 
(1) the presence of single or multiple stones easily 
removed without great damage to the kidney, (2) 
the presence of multiple or large branched stones, 
marked infection, or some other serious complication 
in the other kidney, and. (3) a history of repeated 
stone formation in both kidneys. 

In 469 operations, 43.46 per cent of the total 
number, and in 69.27 per cent of the conservative 
operations, pelviolithotomy was the operation of 
choice for the removal of the stone from the kidney. 
This method was preferable so far as ease of tech- 
nique and functional results were concerned, and 
was followed by recurrence in a comparatively low 
percentage of cases (11.85 percent). The recurrence: 
can best be explained by the hypothesis that many 
patients in this group had chronic stone-forming 
kidneys; in such cases the stones usually form in the 
pelvis. It may be inferred that in most cases the 
patient was still in the stone-forming period at the 
time the stone was removed. 

One hundred and fifty operations (14 per cent of 
the total number and 22.15 per cent of the con- 
servative operations) were nephrolithotomies. It is 
worthy of note that the incidence of recurrence fol- 
lowing nephrolithotomy, 24.03 per cent, is com- 
paratively high, and it may be assumed that cica- 
tricial changes in the tissues at the site of the stone 
and inadequate drainage may favor re-formation 0 
stone. If all fragments are removed, the method 0! 
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approach should not materially affect the incidence 
of recurrence. It should be noted, however, that 
nephrolithotomy was performed on three-fourths of 
the patients with stone fragments in the kidney 
which were missed at operation. 

That a technical factor is involved is suggested by 
the fact that in the operations in which a combined 
nephropelviolithotomy was employed there were 
comparatively few recurrences (4.16 per cent). The 
thorough drainage offered by this operation must be 
taken into consideration. 

Contrary to the general impression, nephrolithot- 
omy was followed by the lowest mortality, only one 
death in 150 cases. Serious postoperative hemor- 
rhage occurred in only eight cases; in four it was so 
severe that nephrectomy was necessary. 

Renal fluoroscopy has been found of decided ad- 
vantage in limiting the number of recurrences. It 
permits the exact localization of small or multiple 
stones without the trauma which so often results 
from a long-continued blind search for small stones 
ora fragment that has been broken off in the removal 
of a large fixed stone. 


Allemann, R., and Bayer, R. The Clinical Aspects 
of Malignant Tumors of the Kidneys (Beitrage 
zur Klinik der malignen Nierentumoren). Zéschr. f. 
urol. Chir., 1923, Xiv, 119. 

The authors review thirty-eight cases observed 
during the past nine and a half years. These in- 
cluded twenty-seven hypernephromata, six car- 
cinomata, and four tumors that did not come to 
operation. Even in spite of all modern diagnostic 
methods, an early diagnosis depends upon the con- 
currence of particularly favorable circumstances. 
The most suggestive signs are hematuria, pain, and 
tumor. In 66 per cent of the cases reviewed the 
findings made on palpation were positive. In the 
small number in which they were uncertain it was 
possible to establish the presence of enlargement 
of the kidneys by means of the X-ray. For the 
X-ray examination, pneumoperitoneum and pneu- 
moradiography of the bed of the kidney are recom- 
mended. According to Necker, the coincidence of 
mobile kidney and gall-stone disease often makes 
the diagnosis of upper abdominal tumors on the 
right side extremely difficult. 

The hematuria is characterized by its sudden ap- 
pearance, often years before there are signs of a 
tumor, by its subsequent disappearance for months 
or years, by the fact that nothing will affect its often 
considerable intensity, and by its ultimate cessation. 
Unfortunately patients at first frightened by such a 
hemorrhage are reassured by its sudden disappear- 
ance and therefore do not seek medical advice. In 
other cases blame attaches to the doctor consulted 
because he does not consider the possibility of a 
neoplasm. Even when the hemorrhage is severe the 
tumor masses may be very small. 

The pain is of a type entirely uncharacteristic of 
new growths. For a long time complaint is made of 
a dull pain in the loins or the sacral region, or of colic 


319 


in the course of the ureters which occasionally ceases 
on the appearance of hematuria (hemorrhage into 
the tumor mass, clots in the ureters). Whereas colic 
from calculi usually ceases with rest in bed, the colic 
due to clots continues unchanged. The great vari- 
ability of the pain is often misleading. 

Hypernephrosis is manifested by late appearing 
cachexia which usually indicates the formation of 
metastases. In cases of carcinoma and sarcoma, 
rapidly progressive cachexia is noted very early. 

In two of the cases reviewed there was varicocele 
on the same side as the renal tumor. The hyper- 
pigmentation associated with hypernephroma which 
has been described by numerous surgeons was not 
observed. Metastases were found in the skeletal 
system and in the lungs. These are to be regarded 
as capillary emboli from the renal vein and vena 
cava and often arouse the suspicion of the presence 
of a hypernephroma for the first time. An increase 
in the temperature occurred in five cases. Usually it 
was associated with an attack of pain preceding 
hematuria. 

The presence of tumor cells in the urine was never 
established with any certainty. A pyelographic 
examination with the use of 20 per cent sodium 
bromide revealed the characteristic tortuosity, 
lengthening, and abnormal insertion of the ureters 
which are associated with tumors of a certain size. 

A differential diagnosis between the various 
malignant tumors of the kidney before operation is 
out of the question. All cases in which extensive 
metastases, disease of the second kidney, or a poor 
general condition do not constitute contra-indica- 
tions should be operated upon. 

The authors always attempt first to effect an 
extraperitoneal exposure by von Bergmann’s meth- 
od. The fatty capsule and all lymph nodes within 
reach are removed. Transperitoneal nephrectomy is 
undertaken only when the presence of abdominal 
metastases is suspected. 

The prognosis is dependent entirely upon early 
diagnosis. The authors do not hesitate to perform an 
exploratory exposure of the kidney when a tumor is 
suspected and clinical and technical measures are of 
little aid. JANSSEN (Z). 


Dabney, M. Y.: The Differential Diagnosis of 
Ureteral Stricture and Chronic Appendicitis. 
South. M. J., 1924, xvii, 439. 


Chronic appendicitis and stricture of the right 
ureter are both characterized by chronicity, digestive 
disturbances, pain in the right lower quadrant, 
tenderness over the right side of the abdomen and 
lumbar region, and a normal or slightly elevated 
temperature and leucocyte count. In cases of 
ureteral stricture, frequent bladder irritability is 
present in addition. The diagnosis of ureteral 
stricture is made by passing a No. 7 ureteral catheter 
and then examining the ureter with a wax cuff 
catheter. During this procedure the symptoms of 
stricture are reproduced. 

Harry W. PLaccemeyer, M.D. 
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Joly, J. S.: The Mechanism of Prostatic Obstruc- 
tion. Proc. Roy. Soc. Med., Lond., 1924, xvii, Sect. 
Urol., 13. 


Joly presents a short résumé of the theories pre- 
sented by Guyon, Keyes, LiVirghi, Marion, and 
Legueau. Joly’s theory, which explains prostatic 
obstruction on the basis of intravesical pressure as 
governed by the laws of hydrostatics, is based on 
two postulates: (1) that there is an intravesical 
projection of the prostate, and (2) that the tissues 
surrounding the neck of the bladder are soft and free 
from infiltration. Joly claims that one of the com- 
ponent forces of the intravesical pressure acting on 
the enlarged prostate is directed at right angles to 
the urethra, thus obliterating the internal meatus. 
This pressure is directly proportional to the height 
of the prostatic projection. The size of the base of 
the prostatic projection is of little importance. 

Residual urine in cases of prostatic obstruction is 
explained in a similar manner. In the gradual 
emptying of the bladder the prostatic projection 
increases its height and thus the component force 
acting to close the internal meatus becomes greater 
and closes the urethra before the bladder is empty. 

Obstruction occurring when the prostate is small 
is explained by the relation of the height of the pro- 
static projection to the small base, this resulting in 
a great force for a small area. 

Harry W. PLAGGEMEYER, M.D. 


Neuwelt, L.: Hypertrophy of the Prostate in the 
Hands of the General Practitioner. Med. J. 
& Rec., 1924, cxix, Supp., clii. 

The treatment of prostatic hypertrophy is either 
palliative or radical. The first stage or the pre- 
monitory period is characterized by slight frequency 
and difficulty in starting the stream. There is 
practically no residual urine. With the aid of blad- 
der irrigations, the administration of antiseptics by 
mouth, and general hygienic measures the patient 
will often get along very well. The obstruction due 
to the enlargement may not increase. 

In the second and third stages, those of bladder 
insufficiency with increased residual urine, and the 
period of incontinence with chronic retention, the 
grave complication of urosepsis from back-pressure 
may result. Acute retention, which may occur at any 
stage, may be relieved by proper catheterization or 
may develop into chronic retention. Cystitis, stone, 
pyelitis, pyelonephritis, hematuria, epididymitis, and 
weakening of the cardiovascular and respiratory 
systems may or may not be present. 

Age is not a contra-indication to surgical treat- 
ment. In every case a careful examination should 
be made and the necessary measures undertaken to 
prepare the patient for operation. The general 
practitioner can make the necessary tests to deter- 
mine the reserve power of the heart, the hemoglobin, 
the blood pressure, the amount of twenty-four-hour 
urine and its specific gravity and urea content, and 
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the phenolsulphonephthalein excretion. If the re- 
tention catheter or frequent catheterization arv not 
tolerated, suprapubic drainage is indicated. Hy- 
gienic measures, regulation of the diet, measures to 
promote proper elimination, the internal use of anti- 
septics, and bladder irrigations are indicated. Opera- 
tion should be preceded by cystoscopic examination. 

Prostatic obstruction is a surgical condition and 
should be operated upon before permanent injury is 
done. The sooner operation is performed following 
the premonitory signs the better the prognosis. 

C. D. PickrELt, 


MISCELLANEOUS 


Nessa, N. J.: X-Ray Diagnosis in Diseases of the 
Genito-Urinary Tract. Urol. & Culan. Rev.. 
1924, XXViii, 334. 

An enlarged kidney outline may not be of diag- 
nostic value as it may be due to distortion, large 
size of the patient, or compensatory hypertrophy. 
On the other hand, a kidney of normal size may be 
severely damaged. Abnormal shape of a kidney sug- 
gests neoplasm, cystic formation, infection, and 
anatomical variation. 

In the X-ray picture oxalate stones are revealed 
by a very dense shadow and phosphatic stones bv a 
dense shadow. Urate stones are practically invisible. 
Negative roentgenograms are not conclusive as 
stones may be passed spontaneously. Presumably 
single shadows may represent superimposed stones. 
Calculi must be differentiated from fecal concretions, 
enteroliths, fruit stones, opaque salts, old Blaud's 
pills, salol, appendiceal enteroliths, gall-stones, cal- 
cified lymph glands, tuberculous foci in the kidney, 
calcified malignancy in the pancreas or glands, the 
tip of a vertebral transverse process, calcified areas 
in the spleen, body scars, fibromata, moles, dressings, 
artefacts in the films, and spots on the screen. 

Renal calculi are usually located in the renal pel- 
vis. They may be single or multiple, and may be as 
small as a millet seed or so large that they completely 
fill the pelvis and calyces (branched). 

Ureteral calculi are usually oval and rest with 
their long axis parallel with the ureter at one of its 
normal constriction points, generally at the uretero- 
pelvic area or just outside the bladder. .\t the 
crossing of the iliac vessels stones are easily over- 
looked because of the shadows of the sacrum. Such 
stones must be differentiated from hypertrophic 
bone changes in the spine and pelvis, arteriosc|crosis, 
calcification in fibroid ovaries, dermoids, and phle- 
boliths. The presence of such stones may be re- 
vealed (1) by means of a ureteral catheter and a 
second exposure after the tube has been shiited or 
the patient turned, (2) by the injection of « 25 per 
cent sodium bromide solution into the ureter, and 
(3) by obstruction to the passage of the ureteral 
catheter. 

Bladder stones are usually outlined on » good 
pelvic plate. As a rule they are large and ov, with 
their long axis transverse to the pelvis. 
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Prostatic calculi are usually small and multiple 
and may be mistaken for urinary calculi. They 
should be rayed in the postero-anterior position. 

Hydronephrosis is demonstrated by the injection 
of an opaque solution into the kidney pelvis. 

Renal tuberculosis is generally identified by an 
irregular outline, variability in the density of the 
shadows, small shadows, which are usually multiple 
or grouped, and large shadows outlining the renal 
lobulation over the entire kidney. It must be 
differentiated from lithiasis. Ordinarily differentia- 
tion is impossible without cystoscopy and pyelog- 
raphy. The kidney outline may be enlarged and 
the kidney may show lengthening with pronounced 
dilatation of the tubes or a ‘“‘moth-eaten” appear- 
ance with solution encroaching upon or permeating 
the cortex. 

Tuberculosis of the ureter should be suspected 
when dilatation of a ureter is found after injection 
of the bladder for a cystogram. Children show such 
a filling normally. 

Intrinsic and extrinsic kidney tumors cannot be 
differentiated roentgenologically. A pyelogram 


showing irregular loss of calyces and distortion of the 
pelvis may be due to incomplete filling, a tumor, or 
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cortical growth. The characteristic picture of a kid- 
ney tumor is an irregular, prolonged extension of one 
or more calyces to a point beyond the normal. When 
the entire kidney is involved the pelvis may be re- 
duced to a small mass with irregular strands of 
shadows in the form of a spider web. Polycystic 
kidneys usually show a similar picture with enlarge- 
ment of the kidney shadow, but the strands are less 
irregular and the margin is more rounded. The 
ureter may be long and curving over an enlarged 
kidney pole, and may extend medially within the 
shadow of the spine. 

Tumor of the bladder and hypertrophy of the 
prostate, if of sufficient size, will show filling defects 
in the cystogram. 

Diverticula of the bladder show offshoots or 
accessory pockets to the bladder. Usually these are 
connected by a narrow lumen. The roentgenograms 
should be taken in the direct and oblique positions. 

Ureteral abnormalities, such as multiplicity, dila- 
tation, kinks, and angulations, are demonstrated 
roentgenologically by opaque catheters or solutions. 

Roentgenography is of prime importance in the 
diagnosis of lithiasis, hydronephrosis, tuberculosis, 
tumor, and diverticulum. Louis Neuwett, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Falconer, E. H., Morris, L. M., and Ruggles, H. E.: 
The Effect of the X-Rays on Bone Marrow. 
Am. J. Roentgenol., 1924, xi, 342. 


In experiments on rabbits and dogs the authors 
attempted to determine whether it is possible to 
stimulate increased bone-marrow cell production 
or whether such increase must come from the need 
of a greater number of cells arising from blood loss 
or blood-cell destruction. 

One of the dogs experimented upon was an old 
male, lively and apparently healthy. The other was 
a rather thin young female showing a fairly marked 
secondary anemia. These dogs were kept in cages 
and fed on table scraps. As the experiments pro- 
gressed the quantity of meat in the diet was in- 
creased. The marrow punctures were performed on 
the tibia, and the cells were differentiated and 
studied in uniform smears. 

It was found that direct radiation of the long 
bones of the dog, in both heavy and light dosage, 
did not appreciably stimulate or decrease the mar- 
row cells. Repeated small doses over the spleen 
caused a slight increase in the number of marrow 
cells with an increase in the proportion of those of 
the immature type and in the number of blood 
platelets. 

The general condition of both animals was im- 
proved during the experimentation, and the hemo- 
globin and red cells increased. No untoward effects 
were noted as the result of frequent bone-marrow 
punctures. Rosert V. Funsten, M.D. 


Vacchelli, S.: The Route of Discharge of Ossifluent 
Abscesses (Le vie di deflusso degli ascessi ossifluenti). 
Chir. d. organi di movimento, 1924, viii, 1, 277. 

Vacchelli’s article is based on the clinical records 
and the clinical cases of ossifluent abscess available 
in the Rizzoli Institute of Bologna. Fifty clinical 
cases and numerous museum specimens were ex- 
amined. 

The study was made chiefly by means of roent- 
genograms taken after the abscess had been evacu- 
ated with a trocar and the cavity had been injected 
with a 20 per cent solution of bismuth bicarbonate. 

It was found that there are well-defined routes for 
the discharge of ossifluent abscesses, but that puru- 
lent tuberculous collections do not always follow 
these routes. Abscesses usually discharge along the 
muscle sheaths, their contents passing through the 
interstitial spaces which offer the least resistance to 
the mechanical and biological action of the pus. 
Muscles and aponeuroses do not offer insurmounta- 
ble barriers to abscess invasion, and, through them, 
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new and unsuspected routes of migration are 
opened. 

The vessels and nerves open a way for the exit of 
pus through the sheath of loose cellular tissue sur- 
rounding them and the tracks which their passage 
creates in other tissues, but this path is rarely 
followed. Lesions of nerves and vessels due to 
tuberculous pus are uncommon. 

Gravity, the ulcerative action of the tuberculous 
granuloma, and the pressure of the abscess are fac- 
tors of the greatest importance in the migration of 
purulent abscess collections. It was impossible to 
establish which of the three factors has the strongest 
influence, as they varied in the cases observed. 

A tuberculous abscess can migrate by a large 
number of routes. Some of these the author has 
been able to describe and interpret because of their 
dependence on constant anatomical, biological, and 
physical conditions. Others, which are subject to 
phenomena that still sometimes escape observation, 
cannot be accurately described or classified. 

W. A. BRENNaN. 


Zanoli, R.: The Para-Osteo-Arthropathies of 
Paraplegics (Le para-osteo-artropatie dei para- 
plegici). Chir. d. organi di movimento, 1924, viii, 277. 

The author gives the histories of two cases of 
paraplegia with ossification following complete sec- 
tion of the spinal cord at the level of the twelfth 
and sixth dorsal roots respectively. The two cases 
have been very thoroughly studied and the findings 
compared with those of others reported in the 
literature. 

Ossification occurs in the paralyzed area, chiefly 
in the lower extremities. Dejerine and Ceillier found 
it in cases of partial lesions of the cord. In seventy- 
nine cases of ossification observed by them it was 
never discovered below the knee. It occurred below 
the knee in one of the author’s cases and in one re- 
ported by Israel. In the great majority of cases the 
ossifications are juxta-epiphyseal and periarticular, 
but in one of the author’s two cases the joints were 
involved. 

The bony new growths are almost always multi- 
ple; they are not accompanied by inflammation, 
hematoma, ecchymoses, changes in the superficial 
strata, or appreciable skeletal changes. ; 

The structure of the ossifications varies according 
to their site. Compact tissue is found near the in- 
ternal condyle of the femur and spongy tissue along 
the femoral diaphysis. Ossifications have been dis- 
covered as early as forty days after the occurrenct 
of the lesion. After a time they become stationary 
but never regress. There is a very close analogy be 
tween the para-arthropathies of paraplegia and the 
arthropathies of tabes and syringomyelia. 
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In the two cases reported in this article electrical 
excitability was present. Zanoli believes this was 
not a sign of slight persisting function but the ex- 
pression of medullary automatism. To explain the 
influence of the spinal cord on the preservation of 
electrical excitability of muscles he cites the work of 
previous investigators. 

The pathogenesis of ossifications in paraplegia is 
obscure. None of the theories already advanced is 
satisfactory. In the author’s opinion, a toxic factor 
must be involved. In persons with paraplegia there 
are numerous foci and factors favoring the formation 
of toxic bacterial products which are easily carried 
into the general circulation. These toxins exert their 
irritative stimulus especially on tissues with reduced 
vitality. There is also a chemical stimulus. Decalci- 
fication is common in paraplegia and, because of the 
blood stasis, the calcium salts are easily deposited. 
Why these ossifications occur on the periosteum, as 
they generally do, and why their formation ceases 
alter a time is not known. W. A. BRENNAN. 


Makins, Sir G., Elmslie, R. C., Bristow, W. R., and 
Others: Discussion on Myositis Ossificans 
Traumatica. Proc. Roy. Soc. Med., Lond., 1924, 
xvii, Sect. Orthop., 19. 

Makxins: An essential factor in the causation of 
myositis ossificans traumatica is a lesion of the 
muscle due to a blow, a strain, or overaction. The 
injury may be trivial. 

The sites at which the condition most commonly 
occurs are within the sheath of the quadriceps ex- 
tensor of the thigh and the brachialis anticus muscle, 
but it may develop in practically any muscle at- 
tached to bone. 

Ossifications due to occupational injuries, such as 
“rider's bone”’ or “‘dancer’s bone,” and the meta- 
plastic ossifications which invade the muscles in cer- 
tain forms of disease such as tabes are not true types 
of the traumatic form. 

The term ‘“‘traumatic myositis ossificans”’ should 
be limited to a condition consequent upon an injury 
in which the following three factors are associated: 
(1) an injury to the periosteum or bone sufficiently 
severe to allow the escape of bone cells into the 
neighboring muscle sheath, (2) haemorrhage from 
the bone and surrounding tissues, and (3) an injury 
to the muscle sufficient to open its sheath. 

Macroscopic examination reveals within the 
sheath and substance of a muscle a mass of newly 
formed connective tissue surrounding a cancellous 
base. This mass is intimately connected with the 
surrounding muscle and is usually continuous with 
the shait of a long bone. In some instances a 
synovia-like fluid is found in the bursal spaces in the 
surrounding tissue, and in others the tumor may 
consist of a large cyst containing fluid. The walls 
of the cysts are formed of connective tissue and 

ne. 

In the early stage microscopic examination reveals 
mainly connective tissue in the condition of active 
proliferation. Scattered in this tissue may be found 


chondroblasts and osteoblasts suggesting metaplastic 
bone formation and numerous bone cal, 

The surrounding muscle fibers are in varying 
stages of degeneration, but signs of regenerative 
changes are seen in the multiplication of nuclei. 

The fact that the development of large masses of 
callus following comparatively trivial injuries to the 
bones occurs relatively seldom after such injuries 
indicates that the phenomenon is dependent also 
upon some special constitutional condition or id- 
iosyncrasy. 

The primary treatment in all cases should be 
complete rest and avoidance of anything apt to in- 
crease the vascularity of the affected part. The 
general tendency of the tumors is to undergo 
spontaneous absorption. 

Etmsiie: It is generally agreed that forcible 
stretching carried out in the course of treatment after 
an injury to a joint or muscle is an important factor 
either in the original production of the ossification 
or in the causation of exacerbations of the condition. 
In certain cases ossification may occur in a hema-. 
toma. Sepsis is an occasional factor. 

In the treatment, prolonged rest is important. 
Early operations are to be avoided as they are almost 
invariably followed by recurrence. 

Operation should not be undertaken until the 
bone structure has ceased to show variations in 
consecutive roentgenograms, and then should be done 
only to remove a mechanical obstruction to joint 
movement. Operation will seldom be necessary be- 
fore the end of a year. 

Case reports are discussed by Bristow, Pugh, 
Todd, Fairbank, and others. 

HerMAN Scuumm, M.D. 


Ballance, Sir H.: An Intramedullary Capillary An- 
gioma of the Shaft of the Humerus Leading 
to Spontaneous Fracture: Treated by Local 
Resection and Bone Grafting. Brit. J. Surg., 
1924, xi, 622. 

The angioma reported developed in the patient’s 
thirteenth year of age following a crushing injury 
to the humerus. While the case was under observa- 
tion a spontaneous fracture occurred. Ten days 
later a graft from the fibula was placed in the 
humerus. X-ray examination eight years after the 
operation showed that the graft had been absorbed. 

The histological picture revealed rarefaction of the 
shaft and capillary infiltration. 

Disability was due chiefly to the loss of humeral 
substance. There was no apparent recurrence of the 
tumor. Rosert V. Funsten, M.D. 


Davenport, C. B., Taylor, H. L., and Nelson, L. A.: 
Radio-Ulnar Synostosis. Arch. Surg., 1924, viii, 
705. 

Radio-ulnar synostosis or congenital synostosis 
of the proximal ends of the radius and ulna is rare. 
In the normal pronated forearm the radius crosses 
from its position near the lateral margin of the 
humerus to the radial side of the hand. In proximal 
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synostosis the radius and ulna are fused in a position 
of incomplete decussation so that complete supina- 
tion is no longer possible. 

The authors report a case of bilateral radio-ulnar 
synostosis in a boy 9 years of age. The family 
history revealed that the child’s father, one paternal 
uncle and two of his sons, another paternal uncle 
and his two sons, and a third paternal uncle and 
his daughter and two sons had bilateral radio-ulnar 
synostoses. From this case and fourteen others of 
like nature the authors conclude that radio-ulnar 
synostosis is hereditary. 

The osteogenic defects are of various types. In 
the first type the radius is strongly curved and the 
radial head distinct. In the second type, which is 
by far the most common, the radial head is absent. 
In the third type, which is called the “dislocated 
head” type, the head of the radius is well developed 
but lies in front of the trochlea instead of articulat- 
ing with the capitellum. 

Comparative anatomy demonstrates that the 
appendages of man are derived from the fins of 
fishes and the appendicular skeleton is derived from 
the skeletal support of the fins. The relations of the 
radius and ulna in the higher vertebrates are variable. 
In reptiles these bones are distinct, while in birds 
they are fused. Among mammals, they are distinct 
in the monotremata and marsupiales. In the ungu- 
la es the ulna is more or less rudimentary and in the 
ruminants is fixed behind the radius. In the horse 
it is still more reduced. In rodents the radius and 
ulna are distinct. In the insectivora they are fused 
distally. 

In the human embryo of 3 or 4 weeks the arm 
buds appear nearly perpendicular to the body axis. 
Later they become flexed. The arms are turned 
toward the ventral side of the chest with the radius 
and thumb cephalad to the ulna. 

The radius and ulna arise from a single precarti- 
laginous mesenchymatous plate, and although the 
transformation of this plate into cartilage takes 
place from two distinct centers, the cartilage-form- 
ing tissue unites them. In cases of synostosis the 
process of chondrification goes on across this carti- 
lage-forming tissue and formsa cartilaginous union. 
Ossification produces firm bony union. 

Persons with radio-ulnar synostoses have other 
bony defects. All of the members of one family 
cited were short of stature. Some of those of another 
family presented numerous exostoses. In a third 
family several of the members had flat foot. Various 
other deformities appear, such as club-foot, bow-leg, 
club-hand, absence of fingers, etc. 

Evidence seems to favor the conclusion that 
radio-ulnar synostosis is a trait that depends on 
one, two or three factors, is usually an autosomal 
dominant, and is partially sex limited. 

The authors conclude as follows: 

1 Radio-ulnar synostoses vary in degree. Two 
types may be distinguished: (1) the type in which 
the radial head is absent, the proximal end of the 
radius being fused with the ulna, and (2) the type 


in which the radial head is displaced toward the 
flexor side of the arm. 

2. In mammalia the radius and ulna are fre. 
quently united. 

3. The radius and ulna develop from the same 
precartilage plate. 

4. Abnormal developmental impulses which lead 
to synostosis are indicated by other defects. 

5. Genotypical differences in families vary. 

6. Males are twice as apt to be affected as 
females. 

7. Consanguineous matings are found in syno- 
stotic families. 

8. Radio-ulnar synostosis appears to be a doni- 
nant partially sex-limited trait. 

Joun Mirtcue t, M.D. 


Krogius, A.: The Pathogenesis of Muscular Wry 
Neck (Zur Pathogenese des muskulaeren Schiel- 
halses). Acta chirurg. Scand., 1924, lvi, 497. 


In the author’s opinion the anatomopathological 
process responsible for muscular torticollis, which is 
manifested as a connective tissue or tendon forma- 
tion at the expense of the muscle tissue having its 
origin in perimysium internum is not the result of 
an ischemic muscle degeneration. The striking re- 
semblance between this process and the gradual 
change of muscular tissue into tendinous tissue 
which occurs in the foot muscles of hoofed animals a 
long time after birth, the hereditary character of the 
condition, and its association in some cases with 
other disorders of development suggest that it has 
its origin in an anomaly of the muscle blastema. 


Moore, S.: On the Incidence of the Sacralized 
Transverse Process and Its Significance. Radiol- 
ogy, 1924, li, 287. 

Moore has made a comprehensive study of 
anomalies of the lumbosacral spine. Morbidity of 
the lumbosacral spine is so common that 9 per cent 
of the patients coming to the Washington University, 
St. Louis, X-ray department were sent for examina- 
tion of the lower spine. Moore believes that low back 
pain is due to the lumbosacral joint rather than the 
sacro-iliacs. In a study of 3,640 plates, 117 cases of 
sacralization or lumbarization were found. A dis- 
section of ninety-two cadavers revealed six cases 0! 
this anomaly. Of the 117 cases found with the X-ray, 
back or nerve symptoms were present in 61 per cent 
and scoliosis in slight degree was noted in 3.6 per 
cent. Moore concludes that persons with sacraliza- 
tion should follow occupations free from hazard and 
back strain. CuesTER C. SCHNEDER, M.D. 


Bearse, C.: Osteomyelitis of the Ilium in Children. 
Boston M. & S.J., 1924, cxc, 883. 


Osteomyelitis of the ilium occurs in only from 2 
7 per cent of all cases of osteomyelitis, but the ilium 
is by far the most common site of osteomyelitis 2 
the pelvic girdle. 

Trauma is sometimes an etiological factor. 10 
other cases the cause is a distant focus of infection, 
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and in a third group metastasis following infection 
of another bone plays a part. The organism most 
commonly found is the staphylococcus. 

Because the ilium is a flat bone, early perforation 
iscommon. As the disease progresses, the perfora- 
tion may enlarge or several perforations may occur. 

The onset may be sudden or insidious,and the re- 
action may be mild or severe. The most prominent 
symptom is pain in the region of the hip. This is as- 
sociated with fever, chills, vomiting, and night cries. 
Tenderness is noted over the affected area. At times 
the reaction may be so severe as to simulate a 
general systemic condition without localizing 
features. At other times the only sign may be a 
slight limp. On physical examination in acute cases 
exquisite tenderness over the ilium may be found. 
The point of greatest tenderness is usually just 
posterior to the greater trochanter. Spasticity of 
the muscles of the buttock, tenseness in the groin, 
and increased local heat are other signs. A careful 
examination of the hip will reveal motion in the 
joint, which shows that the condition is extra- 
articular. In chronic cases the roentgen-ray will be 
of help. 

The condition is most commonly mistaken for 
arthritis, sprain, meningitis, tuberculosis of the hip, 
scurvy, and malignancy. 

The most frequent complications are the pocketing 
of pus, metastatic infection of other bones, and 
arthritis of the hip. Erosions of the femoral artery 
and phlebitis of the iliac veins are others. 

General hygienic measures for the systemic re- 
action and general surgical principles for the local- 
ized condition constitute the basis of treatment. 

HerMAN C. Scuumm, M.D. 


Nové-Josserand and Vignard: A Case of Deforming 
Osteitis of the Neck of the Femur (Sur un cas 
dostéite déformante du col fémoral). Rev. d’orthop., 
1924, XXXi, 213. 

The authors’ case, that of a girl 7 years of age, was 
under observation for three years. The condition 
began with slight decalcification of the neck of the 
femur in the region of the epiphyseal line. At the 
end of a year the decalcification was marked and 
diffuse, and the femoral neck showed thickening, 
particularly about its infero-internal pole. Subse- 
quently there was a sinking in of the neck. The 
femoral epiphysis did not appear to be involved at 
any time, and the articular space remained normal. 
The condition caused little pain. Immobilization for 
two and one-half years was followed by recovery 
with limitation of movement of the leg. 

_A few similar cases have been reported in the 
literature. By some orthopedists the condition has 
been regarded as tuberculous, but in the authors’ 

Opinion it is an osteochondritis. In certain cases, 

however, it may be associated with tuberculosis. 

The authors believe that the cervical type of 
osteochondritis represents a transitional stage be- 
tween osteochondritis and the coxa vara of adoles- 
cence, W. A. BRENNAN. 


Marconi, S.: Angular Ankylosis of the Knee (Sulle 
anchilosi angolari del ginocchio). Chir. d. organi di 
movimento, 1924, Viii, 383. 

The author reports ten cases in which he operated 
for the correction of angular ankylosis of the knee 
joint. 

Primary ankylosis, which occurs in knees previ- 
ously normal, is due chiefly to mechanical factors 
such as muscle and gravity, and to a less degree to 
vital phenomena such as abnormal growth of the 
conjugation cartilage. 

Secondary ankylosis usually occurs in resected or 
arthrotomized knees already ankylosed in extension, 
and is the result of static, mechanical, and vital 
factors acting together. 

The treatment should consist first in attempts to 
prevent deformity by means of traction apparatus 
and plastic casts. If this fails, resection should be 
done in the cases of young persons as a deforming 
ankylosis of the knee will otherwise result. In the 
treatment of an already established deformity, pref- 
erence should be given to operative rather than 
non-operative methods. The procedure used must 
be adapted to the requirements of the particular 
case. 

The hinged osteotomy of Galeazi, and the angular 
osteotomy of Comisso give good results, particularly 
in young subjects, in whom it is desirable to preserve 
the growth cartilage. The first is best for severe de- 
formities and the second for those which are less 
marked. 

Among the intra-articular operations the curvilin- 
ear resection of Helferich is best as it allows cor- 
rection of the more accentuated deformities without 
much shortening and without injury to the vasculo- 
nervous tissues. 

The Helferich-Codivilla osteotomy can be em- 
ployed when deformity is not very marked. It re- 
quires a careful technique as it pulls heavily upon 
the vasculonervous connections, but it does not in- 
crease pre-existing shortening. 

In the deformity of genu recurvatum, osteoplastic 
resection or the transplantation of a Morestin wedge 
graft may be the method of choice. 

In a case of combined deformity, varus and valgus, 
osteotomy with the transplanation of a wedge graft 
has given the originator of the method very good 
results. 

Arthrolysis should be done only on patients in 
whom the extensor apparatus is functioning and on 
articulations which are free from tuberculosis and in 
which the morbid process has not been active for a 
long time. W. A. BRENNAN. 


Lecéne, P., and Mouchet, A.: The Pathological 
Anatomy and Pathogenesis of Tarsal Scaphoid- 
itis (La scaphoidite tarsienne: anatomie patholog- 
ique et pathogénie). Rev. d’orthop., 1924, xxxi, 105. 

Among the fifty cases of tarsal scaphoiditis re- 
ported in the literature the authors found only one 
in which a microscopic examination was made. In 
this instance the picture was described as that of 
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“anemic necrosis”’ of the scaphoid, a phrase which 
has little meaning. 

The authors have recently treated a case in which 
they were able to make a complete histological 
examination. They concluded that the process is an 
attenuated osteomyelitis. W. A. BRENNAN. 
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Pigeon, Bernard, and Rouvillois: Six Cases of 
Gonorrheeal Arthritis Treated by Arthrotomy 
Combined with Serotherapy (Six cas d’arthrite 
gonococcique traités par Varthrotomie combinée avec 
la sérothérapie). Bull. el mém. Soc. nat. de chir., 1924, 
1, 446. 


In three of the six cases reported the knee and 
ankle were involved and the condition was of the 
synovial type with a serous, seropurulent, or puru- 
lent intra-articular effusion containing fibrinous 
masses. The general symptoms included fever. Com- 
plete recovery resulted. In one case there was acute 
arthritis of the wrist with diffuse periarticular in- 
filtration and decalcification of the bones but little 
articular effusion. The functional result was satis- 
factory. The two other cases represented an inter- 
mediate type of arthritis of the knee with consider- 
able articular effusion combined with diffuse peri- 
articular infiltration. A satisfactory functional re- 
sult was obtained in one, but in the other, in which 
both syphilis and gonorrhoea were present, the treat- 
ment failed. : 

Rouvillois believes that gonorrhoeal arthritis, 
whatever its anatomical type, is a local manifestation 
of a general infection and that therefore the logical 
treatment is serotherapy. The serum should be ap- 
plied to the synovial membrane. In some cases 
arthrotomy may be necessary for its proper appli- 
cation. 

Arthrotomy is not always essential but is often 
indicated to relieve a joint of its contents, especially 
purofibrinous plaques which encumber and enclose 
the joint, and to expose inaccessible diverticula. It 
is better than puncture for the introduction of serum, 
it renders the joint condition visible, and it favors 
early mobilization. It is particularly indicated in 
cases with marked effusion and distention. In acute 
arthritis with periarthritis and slight or no effusion, 
its advisability is questionable, but it gave a good 
result in the authors’ case of wrist involvement of 
this type. The intermediate types of arthritis with 
abundant effusion and periarthritis and the purely 
synovial types are suitable for arthrotomy. The 
arthrotomy wound should be sutured primarily ex- 
cept in the frankly purulent cases in which the 
wound should be left open and Willems’ immediate 
active mobilization should be instituted. Also in 
cases of closed arthrotomy wounds, early active 
motion is preferable to passive motion. A successful 
result depends to a considerable degree upon phys- 
iotherapy begun early and continued for some time. 

Wa ter C. Burkert, M.D. 


Fouilloud-Buyat: The Evolution and Treatment 
of Juxta-Articular Tuberculous Lesions ([voly- 
tion et traitement des lésions tuberculeuses juxta- 
articulaires). Rev. d’orlhop., 1924, Xxxi, 113. 


In cases of juxta-articular tuberculosis the princi- 
pal lesion is a focus limited to one of the osseous ex- 
tremities, the other extremity or extremities remain- 
ing normal. The author has collected thirty-four 
cases. Of the twenty-eight which were treated 
surgically, the lesion was near the knee in sixteen, 
the tibiotarsal articulation in two, the elbow in cight, 
and the wrist in two. Nine were operated upon before 
the joint became involved: in five of these recovery re- 
sulted from one to four months after a single opera- 
tion. In the four others the joint was protected but 
recovery was greatly delayed, being obtained only 
after several operations. 

The beneficial effect of operation was especially 
evident in a series of cases in which, after operation, 
there was regression of already present articular 
symptoms. However, in some cases of this kind, 
synovial involvement not clinically evident at the 
time of operation made its appearance later in spite 
of the removal of the diseased soft parts. In four 
cases of this kind in which the lesion was near the 
knee the initial symptoms did not appear until at 
least a month after the operation. It is very proba- 
ble that the synovia were infected in spite of the ab- 
sence of clinical signs, and that the operation was 
effective by suppressing the causative bone lesion. 

In four of the twenty-eight cases operated upon 
severe arthritis developed. In two of these there was 
an articular reaction at the time of operation. There- 
fore prudence is necessary in giving the prognosis of 
juxta-articular lesions. 

Many severe cases of arthritis are cured after the 
removal of the causative lesion, but some continue 
to progress despite operation. 

In the six cases reviewed which were not operated 
upon but were treated by orthopedic methods, good 
progress and an excellent functional result were ob- 
tained. Orthopedic treatment may be applied to 
suppurative cases, in which surgery is usually contra- 
indicated. W. A. BRENNAN. 


Serra, G.: Direct Neurotization of Muscle (La 
neurotizzazione diretta del muscolo). Chir. d. 
organi di movimento, 1924, viii, 301. 

The surgical treatment of paralyzed muscles is 
based upon operations on the nerves and muscles and 
tendon plastics. 

The author reviews experimental and clinical work 
on direct neurotization of muscle and reports the re- 
sults of a number of experiments on rabbits artificial: 
ly paralyzed by neurectomy. The objects of his in- 
vestigation were: (1) to check up findings oi others; 
(2) to find the best point for nerve implantation 12 
muscle from the standpoint of function; (3) to deter- 
mine whether part of a nerve is sufficient for the 
neurotization of muscle; (4) to determine whether 
direct neurotization is possible by means of free auto- 
plastic and homoplastic transplants; and (5) to detet- 
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mine the length of time required by an enervated 
muscle to become neurotized. The conclusions 
drawn from the results are the following: 

1. Direct implantation of a motor nerve is very 
effective in restoring function even when the muscle 
has been paralyzed for some time (in rabbits a maxi- 
mum of one hundred and thirty-six days). 

2. A section of about one-half will meet trophic 
and functional requirements. 

3. The same result can be obtained with an autog- 
enous or homoplastic transplant of nerve as is given 
by a neighboring healthy nerve implanted directly. 

4. The point of implantation of the nerve in the 
muscle is of little importance with respect to the 
ultimate result. It makes no difference whether the 
implantation is made at the origin, at the point of 
entrance of the nerve, or in the middle of the mass of 
the muscle, but the effect appears to be less definite 
when the implantation is made in the vicinity of the 
tendon expansion. 

In conclusion Serra states that various factors will 
limit the general use of this method. In order that 
a motor nerve may be mobilized easily and its utili- 
zation will not mean a loss in other important mus- 
cular regions the paralysis must be limited to one 
muscle or to two neighboring muscles. The method of 
direct nerve implantation does not interfere with 
suture and plastics of nerves, but it becomes the 
method of choice when the peripheral stump of a 
paralyzed nerve cannot be traced or is so altered that 
it is unfit for use. W. A: BRENNAN. 


Rocher, H. L.: Arthrodesis of the Shoulder in the 
Treatment of Paralytic Loose Shoulder (L’arth- 
rodése de l’épaule dans le traitement de |’épaule bal- 
lante paralytique). Rev. d’orthop., 1924, Xxxi, 193. 

The author has performed arthrodesis of the 
shoulder in four cases. In three, it was done for 
paralysis of the shoulder following acute poliomyeli- 
tis, and in one for congenital stifiness with deltoid 
aplasia. One of the operations for paralysis was per- 
formed too recently to warrant conclusions as to the 
end-result. In the other two cases the results have 
been excellent; osseous ankylosis has been obtained 
and function is as satisfactory as could be expected. 
The author discusses only the cases of paralysis. 

Of the thirty-one cases of arthrodesis of the shoul- 
der reported in the literature, twenty-eight had a 
good result and five an unsatisfactory result. 

The various types of operation are discussed. 
Rocher does not see any advantage in osteosynthesis 
with metallic wire, for if there is bone fusion the wire 
is of no value and if bone fusion fails the wire does 
not overcome the functional disability. 

W. A. BRENNAN. 


Waldenstroem, H.: The Treatment of the Tu- 
berculous Kyphosis by Osteosynthesis After 
Gradual Correction. Acta chirurg. Scand., 1924, 
‘Ivi, 463. 

In the last ten years the author has treated eighty 
cases of tuberculous kyphosis by a special method 


consisting of two stages: (1) gradual and complete 
correction of the kyphosis by the application of 
pressure while the patient is lying on his back in a 
Lorenz plaster-of-Paris bed (Finck); and (2) fixation 
of the corrected diseased segment of the spine by 
means of a straight tibial graft (Albee). This 
method, which he calls “osteosynthesis after gradual 
correction,” is supplemented by general treatment 
for the tuberculosis, including wholesome food, sun- 
light, and fresh air. 

Children with tuberculous spondylitis who come 
to be treated during the developing stage of the 
tuberculous process should never be operated upon 
directly but should be kept in the Lorenz piaster 
bed until the tuberculous process in the vertebra is 
checked (one or two years after the first appearance 
of the symptoms). This is advisable in order that 
the extent of the tuberculous process may be known 
and the length and thickness of the graft adapted to 
it; also in order that the pressure between the 
tuberculous vertebrae may be neutralized and the 
kyphosis then corrected so completely by very gradu- 
ally increased and painless pressure that a straight 
tibial graft may be implanted. 

The treatment described gives a straight back 
and an excellent functional result in 80 per cent of 
the cases. 

The operation is performed only if two or more 
vertebra are infected. In ~:ses of less extensive 
tuberculous processes it is possible, by means of a 
corset, to prevent the corrected kyphosis from re- 
appearing. This is seldom possible when there is ex- 
tensive destruction of the vertebrz. 

Children under 5 years of age should not be 
operated upon. They should be kept in a plaster 
bed until they are 5 years old, even if the kyphosis 
is corrected and the progress of the tuberculous 
process has been checked. Operation is contra- 
indicated also in the cases of debilitated patients 
and cases with fistula. 

Before the operation the infected vertebral bodies 
should be carefully localized in relation to their 
spinous processes as the final result is dependent 
chiefly on osteosynthesis on the infected vertebra 
and on two (sometimes three) vertebrae above and 
two (or one) below them. 

Careful attention must be paid to the postopera- 
tive treatment as the strain on the graft will be 
much greater in these corrected cases. After the 
operation the patient should lie in his plaster bed 
for two or three months, during which time the 
pressure on the corrected segment should be con- 
tinued. 

At the end of that time he should be given a 
plaster corset to wear for another two or three 
months and the pressure should be continued by 
means of cotton wadding. During this period he will 
gradually learn to walk. Finally he should be given 
a cloth corset with fixed steel rods to wear for one 
or two years. 

This method of treatment is best carried out in a 
special hospital. 
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Tengwall, E.: Two Cases of Osteosarcoma in One 
of the Long Bones of the Knee Joint, with Large 
Resection of the Bone. Acta chirurg. Scand., 1924, 
lvi, 403. 

The author gives an account of two cases of 
sarcoma in one of the long tubular bones of the knee 
joint in which, by extensive resections of the diseased 
bone and knee joint, it was possible to preserve 
both the leg and the foot. 

CASE 1 was that of a man 45 years of age. A com- 
plete extracapsular resection of the knee joint in- 
cluding 20 cm. of the femur was done and the end 
of the femur was forced into the scooped-out upper 
end of the tibia. The pathological diagnosis was 
giant-cell sarcoma. Examination two years and two 
months after the operation showed complete healing 
of the bones. The leg operated upon was 21 cm. 
shorter than the other, but there was full mobility 
of the hip and foot joints and the patient was able 
to walk well with the aid of an extension boot. 

CASE 2 was that of a woman 34 years of age. The 
pathological diagnosis was large-cell, highly mitotic 
sarcoma showing in some areas numerous giant cells. 
The author resected the knee joint and the diseased 
upper end of the tibia, including the immediately 
surrounding soft parts to the extent of 12cm. The 
upper portion of the fibula was then denuded, the 
head of the fibula sawed through in an antero- 
posterior direction, the fibula fitted into a groove 
chiselled out in the posterior portion of the external 
condyle of the femur, and the tibia fitted into a cavi- 
ty chiselled in the intercondyloid fossa of the femur. 
Eight months after the operation no recurrence 
could be detected either clinically or with the X-ray. 
The patient’s general condition was excellent, and 
she had gained 8 kgm. in weight. The leg operated 
upon was 17 cm. shorter than the left leg, but the 
patient was able to walk very well with the aid of 
an extension boot and a cane. A year after the 
operation a recurrence developed, and two months 
later death resulted from sarcomatosis. 


Fieschi, D.: Substitution of the Fibula for the 
Tibia (Perone pro tibia). Chir. d. organi di movi- 
mento, 1924, Vill, 213. 

Fieschi states that the operation of transplanting 
the fibula in the place of the tibia should be termed 
the ‘“‘Hahn-Codivilla operation” as Hahn devised it 
in 1883 and Codivilla systematized its application in 
1907. 

This article reports the histories of five cases sub- 

jected to the operation. Case 1 was that of a 16-year- 

old girl, one of whose tibiz, with the exception of the 
epiphysis, was removed surgically on account of bone 
disease. Case 2 was a case of compound fracture of 
the tibia with extensive lacerations of the soft parts 
in a child 9 years old. Cases 3 and 5 were cases of 
extensive osteomyelitis in children 14 and 8 years 

old respectively. In Case 4, that of a boy aged 10 

years, surgical removal of most of the tibia was 

necessary because of a severe fracture with fistula 
formation. 
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In all five cases excellent functional and zxsthetic 
results were obtained. The X-ray showed that the 
fibular graft became hypertrophied. 

In Fieschi’s opinion the problems of severe and ex- 
tensive osteomyelitis of the tibia are solved definitely 
by the application of a fibular graft. The operation 
is particularly applicable, however, to traumatic 
cases such as Case 2. In this connection attention is 
called to the danger of late infection in traumatic 
cases showing all the signs of a complete cure. 

In children, effort stimulus and the stimulus from 
the complementary zones of the superior tibial ex- 
tremity favor the continuation of fibular growth. 

The operation described is recommended espcecial- 
ly to the consideration of the general surgeon. 

W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Campbell, W. C.: Fractures of the Humerus. Am. 
J. Surg., 1924, Xxxviii, 149. 

The treatment of fractures of the humerus is of 
unusual interest on account of the impossibility of 
effecting complete immobilization. Non-union oc- 
curs more often in the shaft of the humerus than in 
any other long bone. 

Campbell’s paper is based on 314 fractures, 131 
in the lower end of the humerus, 36 in the head, and 
147 in the shaft. Of the 147 fractures of the shaft, 
seventy-three occurred in the upper third, thirty-six 
in the middle third, and thirty-eight in the lower 
third. In the upper third, the powerful pectoral 
muscles displace the distal fragment forward and in- 
ward. In the middle third, the deltoid displaces the 
proximal fragment outward. In the lower third, the 
distal fragment is displaced forward by the force of 
gravity through the weight of the dependent fore- 
arm. The condition of the musculospiral nerve is re- 
garded as an important factor, but the danger of 
permanent injury to this nerve is probably over- 
rated. 

The fracture may be spiral, oblique, transverse, or 
comminuted. In the upper third, transverse frac- 
tures predominate. In the lower third they con- 
stitute 50 per cent of the fractures. Spiral fractures 
occur most frequently in the middle third. Com- 
minution is most common in the middle and lower 
thirds. Compound fractures are by far most fre- 
quent in the lower third. In only one of the cases 
reviewed was there a permanent injury to the muscu- 
lospiral nerve. Of the seventeen ununited fractures, 
four were compound. 

The treatment of fractures of the humerus does 
not differ from that of fractures of other long bones 
except that the problem of fixation is more difficult. 
It is not always possible to obtain complete approx- 
imation of the fragments, but 50 per cent is sufiicient 
to restore perfect function. If a plaster cast is used 
after reduction it should extend from the palm of 
the hand and down the body to the crest of the 
ilium. The elbow should always be flexed from go to 
120 degrees. If there is angulation, felt pads may be 
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employed with pressure to maintain alignment. 
Under no circumstances should the elbow be placed 
in extension, especially in fractures of the lower 
third, as this position throws the lower fragment 
forward in dangerous proximity to the brachial 
artery. If the deltoid is antagonistic the shoulder 
should be abducted; if the pectorals are antagonistic 
the humerus should be rotated inward. In the 
majority of cases the author employs a simple trac- 
tion splint, a modification of the splint advocated by 
Henderson. 

Adhesive straps are applied to the arm from the 
point of fracture to well below the elbow. After 
adjustment of the splint and sufficient traction these 
straps are attached to the steel bar. This apparatus 
is well adapted to fractures of the upper and middle 
third, and of value in convalescence from fractures 
of the lower third. 

Open reduction is seldom necessary in single frac- 
tures. In every case of fracture the apparatus ap- 
plied should be removed for inspection before con- 
solidation is complete in order that deformity may 
be corrected. As soon as union is well advanced, the 
splint should be removed for daily massage and 
active and passive motion. 

When a fracture reaches the stage of permanent 
pseudarthrosis only operative measures are indi- 
cated. The autogenous bone graft alone is worthy 
of consideration as a means of internal fixation as it 
is well tolerated and promotes osteogenesis. 

In the author’s cases an ample incision is made for 
exposure with routine dissection and removal of all 
intervening scar and fibrous tissue. The fragments 
are pared and each medulla is reamed out until 
normal tissue is reached. An incision is made through 
the periosteum on either fragment for several inches 
and the periosteum stripped back from % to 34 in. 
from the circumference. With a chisel, shavings 
are removed until a continuous flat surface has been 
formed. From the tibia is taken a massive graft of 
the desired length and this is split longitudinally to 
form a thin inner strip of endosteum and a heavier 
outer plate of cortex. The strip of endosteum is 
placed in the medulla so that it bridges the site of 
fracture. From the outer plate a strip is removed to 
provide six or eight autogenous bone nails. The re- 
maining portion is held to the flat surface of the bone 
fragments to bridge the fracture. Drill holes are 
made and fixation is obtained by the insertion of 
square pegs in the round holes. In addition, chromi- 
cized catgut sutures are passed around the bone and 
graft. Any remaining endosteum is broken up into 
small shavings which are applied to the site of 
fracture. 

External fixation is left in place for eight weeks. 
For six weeks a light brace is worn. 

To carry out this tedious procedure a team of 
trained associates and a most rigid instrumental 
technique are essential. It is not a one-man opera- 
tion. It was used in twelve of the author’s seventeen 
cases of ununited fracture and was very successful. 

R. C. Lonercan, M.D. 
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Speed, K.: Fracture of the Head of the Radius. 
Am. J. Surg., 1924, Xxxviii, 157. 

Fractures of the head of the radius may be com- 
plete or partial. Complete fractures are further sub- 
divided into: (1) partial or marginal, in which one 
or more fragments are dislocated, and (2) total, in- 
cluding comminutions or crushings with deformity 
of the head. In incomplete fractures there are fis- 
sures which usually extend into the neck, the frag- 
ments remaining more or less in contact. 

Fractures of the radius occur most commonly in 
adults and seven times more frequently in males than 
in females. Associated with them are other injuries 
which often are so magnified that the fracture is not 
diagnosed. 

In the order of decreasing frequency the lesions 
of the arm are: fracture of the upper shaft of the 
ulna, fracture of the coronoid or olecranon process or 
of both, fracture of the lower end of the humerus, 
fracture of the radius at any level, dislogation of the 
head of the radius, and dislocation of both forearm 
bones. 

Fair retention of the normal configuration of the 
radial head is essential to the function of the elbow 
joint. For its rotary motion it must be perfectly 
round to fit into the radial notch of the ulna where 
it is held by the annular and capsular ligaments. 

In almost all fractures the shape of the head is 
changed, and when callus is thrown out the head be- 
comes so thickened that pronation and supination 
are lost. As joint motion is restricted, the capsule 
undergoes shrinkage and interferes further with the 
full use of the elbow. Associated lesions are frequent 
complications. 

In cases of isolated fractures the patient usually 
holds the arm in well with the hand in go degrees of 
flexion, but is able to flex and extend the arm without 
pain. Asa rule swelling and ecchymoses are delayed 
two or more days. The fracture can be diagnosed 
because the patient hesitates to supinate or pronate 
the forearm; supination causes particularly severe 
pain referred to the head of the bone. There is ex- 
quisite tenderness over the head, and crepitus may be 
felt when the radius is rotated. 

The course of these injuries is progressive loss of 
function. In neglected cases, ankylosis of the elbow 
frequently results. In the cases of children and 
adolescents operation is contra-indicated. By direct 
pressure the fragment may be forced up into more 
or less normal position and the arm held in complete 
flexion. After from twelve to fourteen days active 
motion is begun, especially to re-establish pronation 
and supination. 

In the cases of adults, unless the fracture is a mere 
crack, resection of the head is indicated primarily. 
The earlier this is done after the diagnosis, the 
better the function. 

Speed’s rules are as follows: 

1. Remove all broken and fragmented pieces 
wherever they lie in the joint. 

2. Remove enough bone to insure freedom of 
motion. 
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3. Avoid injury to the capsules. 

4. Be sure to have the annular ligament intact 
as this helps to preserve the joint contour. 

5. Spare the radial nerve and the insertion of the 
biceps tendon. 

6. Close the joint snugly. 

7. Maintain the arm in a position of flexion and 
full supination by means of a molded plaster-of-Paris 
splint for from five to eight days. Then remove all 
splintage and encourage active movement. 

R. C. Lonercan, M.D. 


Manon, M.: Fractures of the Trapezoid in Wrist 
Injuries (Les fractures du trapéze dans les trau- 
matismes du poignet). Rev. d’orthop., 1924, Xxxi, 127. 

Trapezoid fracture in wrist injuries is rare. From 
a study of the joint movements and a review of the 
reported cases Manon has come to the conclusion 
that fracture of the trapezoid is due to radial 
hyperinclination of the hand associated with dorsal 
flexion of the wrist. 

The case reported in this article was that of a man 
who fell from a car on his right hand. There was 
moderate swelling at the middle of the wrist with an 
elevation in front of the long abductor tendon of the 
thumb. The projection was painful on pressure and 
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when it was reduced it reappeared. Traction on the 
thumb in abduction reduced the mass momentarily, 
The X-ray showed a vertical fracture of the external 
tuberosity of the trapezoid with outward angulation 
of the fractured fragment. The thumb in the position 
of abduction was subjected to continuous extension 
for twelve days and the apparatus then removed, 
Complete recovery resulted after two months. 
W. A. Brennan. 


Langdon, J. F.: Traction Fracture of the Lesser 
Trochanter. Nebraska State M. J., 1924, ix, 181. 


Langdon reports two cases. Only twenty-five are 
recorded in the literature. Langdon’s cases were 
those of boys 12 and 16 years old. In both, the in- 
jury was sustained in running. 

The condition occurs principally in you‘hs before 
the epiphysis of the lesser trochanter is firmly united. 
The cause is a sudden strain on the iliopsoas muscle 
causing avulsion of the lesser trochanter. A pathog- 
nomonic sign is inability to flex the affected limb 
in the sitting position which is due to the fact that 
the iliopsoas, which produces this motion, is detached 
from the femur. The treatment is immobilization 
with the hip flexed and abducted. 

BEvVERIDGE H. Moore, M.D. 
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BLOOD VESSELS 


Bull, P.: A Diagnosed Embolus of the Left Renal 
Artery; Nephrectomy; Sudden Death Sixteen 
Days After the Operation (Diagnostizierte Embo- 
lie der linken Arteria renalis, Nephrektomie, Mors 
subitanea 16 Tage nach der Operation). Zétschr. f. 
urol. Chir., 1924, Xiv, 201. 

The onset of the disease was acute, as in nephro- 
lithiasis, with strangury and colic. Later the pain 
ceased. Loss of function of the left kidney was deter- 
mined by ureteral catheterization and a test with 
indigocarmine. The renal pelvis, which contained 7 
c.cm. of urine, could be easily catheterized. The 
diagnosis of embolus was made because of a coexist- 
ing mitral stenosis. Death resulted from thrombosis 
of the stenosed mitral opening. The author believes 
that the nephrectomy performed in this case was 
justified by the possibility of a ruptured aneurism of 
the renal artery. Eurticu (Z). 


Thompson, J. E.: Aneurisms of the Iliac and 
Femoral Arteries. Ann. Surg., 1924, Ixxix, 884. 


The author reports three cases of aneurism of the 
iliac and femoral arteries which are of unusual 
interest. 

The first was a traumatic arteriovenous aneurism 
of the femoral vessels in the middle portion of 
Hunter’s canal. Both the femoral artery and the 
terminal branch of the profunda femoris communi- 
cated directly with the femoral vein by separate 
fistulous openings. Most of the arterial blood from 
the femoral artery was passing through the opening 
into the femoral vein and thence proximally toward 
the heart, providing a very feeble circulation in the 
leg distal to the lesion. 

At operation it was planned to make a transvenous 
suture of the fistulous opening into the artery, but 
because there was some question as to the efficiency 
of the collateral circulation this procedure was 
abandoned and instead the femoral artery was mere- 
ly ligated proximally and distally to the fistulous 
opening. The result was surprisingly favorable, even 
though the operation failed to shut off every avenue 
of communication between the arterial and venous 
channels. Some arterial blood was still flowing from 
the profunda or one of its branches into the fem- 
oral vein. The condition of the foot improved 
rapidly, the ulcer healed up, and the patient was 
discharged at the end of two months able to walk 
without discomfort. 

The presence of such an aneurism places an extra 
burden on the heart to keep up the circulation and 
blood pressure in the foot. Cardiac hypertrophy 
and dilatation often result. 

_ The second case was a case of spontaneous aneur- 
ism of the external iliac artery and the upper portion 


of the femoral artery which was completely con- 
solidated proximally but open distally from the 
origin of the profunda. At operation the external 
iliac artery and vein were exposed retroperitoneally 
and ligated, the femoral artery and vein were 
ligated in the upper third of the thigh, and the entire 
aneurism was removed. The patient made a good 
recovery but a troublesome oedema always persisted. 
The author believes that in this case it would have 
been wiser not to operate as the aneurism would 
probably have cured itself and undergone complete 
consolidation, and under such circumstances the 
femoral vein would have been kept intact and the 
intense oedema of the leg would have been avoided. 

In the third case there was a spontaneous aneur- 
ism of the distal portion of the common iliac artery 
and the entire length of the external iliac artery. As 
ligation of the common iliac trunk (left) six months 
previously had failed to effect a cure, the right 
internal iliac artery was ligated with the hope of 
cutting off the anastomosis between the branches of 
the right and left internal iliac arteries. This pro- 
cedure also was unsuccessful. At a third operation 
an attempt was made to ligate the femoral artery 
above the origin of the profunda. The profunda 
came off unusually high, just below Poupart’s liga- 
ment, and in the attempt to ligate the femoral 
artery which was very friable the aneurismal sac was 
opened and a severe hemorrhage resulted. In order 
to control the proximal circulation the abdomen was 
quickly opened and the aorta compressed with a 
temporary ligature. The compression of the aorta 
failed to stop the pulsation in the sac. It was then 
necessary to open the aneurismal sac widely without 
control of the proximal circulation. After consider- 
able difficulty the neck of the sac was ligated and the 
bleeding was stopped by ligation of the internal iliac 
trunk. 

After ligation of the common iliac artery (left) 
blood passes to the lower extremity on the same side 
through the lumbar branches of the abdominal aorta, 
through the circumflex iliac and middle sacral, and 
through the superior and inferior epigastric arteries. 
The internal iliac artery can be tied without causing 
any serious disturbance in the circulation in the 
parts of the body it supplies and without danger to 
the life of the lower limb. Under certain conditions 
blood may flow along the internal iliac artery in 
either direction because of its rich anastomosis. 

Cyrit J. Graspet, M.D. 


Keller, W. L.: Combined Extirpation and Oblitera- 
tion in the Treatment of Varicose Veins. Ann. 
Surg., 1924, 1xxix, 907. 

Soldiers are very prone to develop varicose veins 
because of the nature of their occupation. The 
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presence on a soldier’s body of the linear scars which 
follow the usual operation for varicose veins is 
objectionable because they may prove a source of 
irritation under the leggings, they may be painful if 
some of the cutaneous nerves are caught in the scar 
tissue, they may interfere with the full freedom 
of locomotion because of the formation of adhe- 
sions between the cutaneous tissues and the under- 
lying muscle planes, and they may offer an excuse 
for malingering. 

For these reasons the author set about to devise 
a procedure which would effect a cure without leav- 
ing a series of linear scars. 

Essential for the cure of varicose veins is complete 
obliteration of the lumen of the vein and of all of its 
connections with the deep circulation. It is question- 
able whether or not it is necessary to remove the 
varicose vessel itself. The author’s method of treat- 
ment is as follows: 

The varicose veins are outlined with a 5 per cent 
alcoholic solution of brilliant green while the patient 
is standing. The first step consists in the removal 
of the internal saphenous and other non-tortuous 
veins by the inversion method which is practically 
the same as the well-known Mayo vein-stripping 
operation. 

The second step consists in passing a continuous 
suture of strong braided silk, No. 1 or 2, under the 
vein and out the opposite side, and then back in front 
of the vein subcutaneously and tying it at the start- 
ing point after it has encircled the entire vessel. 
From this point the suture is continuous, passing 
through the vein for a distance of 4 or 5 in. and then 
passing around the vein completely. 

Such a suture includes all small lateral branches 
entering the main vessel and effects complete col- 
lapse of the vessel walls. The injury to the intima 
by the needle and ligature pressure insures almost 
complete obliteration of the dilated lumen. All 
sutures are removed on the tenth day. 

Some of the advantages of this method are its 
simplicity, the absence of scarring following the 
operation, obliteration of the vessel lumen which 
renders recurrence impossible, and the absence of 
painful subcutaneous areas. It is applicable when 
other methods cannot be used because of marked 
tortuousness of the vein or a friable condition of its 
walls. While it is more time-consuming than other 
types of operation, its final results are more satis- 
factory. Cyrit J. M.D. 


BLOOD; TRANSFUSION 


Rosenthal, N., and Baehr, G.: Paradoxical Short- 
ening of the Coagulation Time of the Blood 
After the Intravenous Administration of So- 
dium Citrate. Arch. Int. Med., 1924, xxxiii, 535. 


Sodium citrate, when administered intravenously 
in large doses, produces a pronounced and progres- 
sive shortening in the coagulation time of the blood, 
which usually reaches its maximum within one hour 
and may persist for many hours. The coagulation 
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time then slowly returns to normal within twenty- 
four hours. 

This action in vivo is the opposite of that occurring 
in vitro. It is probably dependent on some effect on 
the blood platelets. The latter are not directly 
destroyed by the citrate, but are damaged by con- 
tact with it. They are then removed from the circu- 
lation by the spleen and other organs and destroyed, 
their thromboplastic contents being gradually lib- 
erated into the circulating blood. This theory is 
based on the following observations: 

1. In the test tube, sodium citrate does not de- 
stroy the platelets, but affects them so that they are 
preserved and are therefore more easily counted. 

2. Within a few minutes after the intravenous 
injection of sodium citrate, the number of blood 
platelets often begins to decrease. The maximum 
reduction is usually observed after from ten to 
fifteen minutes. As a rule the number returns to 
normal after from one-half to one hour. 

3. As the coagulation time is shortened, increas- 
ing amounts of free thromboplastic substance prob- 
ably derived from the platelets appear in the blood 
stream. 

4. No changes in the other factors concerned in 
coagulation, such as calcium, fibrinogen, and anti- 
thrombin, are demonstrable. 

5. The increase in the thromboplastic agent, 
cytozyme, and the shortening of the coagulation 
time do not occur simultaneously with the numerical 
change in the platelets, but follow it. The maximum 
shortening in the coagulation time occurs some time 
after the number of platelets has again returned to 
normal, and persists for hours. 

6. The characteristic shortening of the coagula- 
tion time after the intravenous injection of sodium 
citrate does not occur in animals in whose blood 
there are few or no platelets. If a sufficient amount 
of citrate is given, the opposite effect is produced in 
such animals and the coagulation time is markedly 
prolonged. 

7. The shortening of the coagulation time fails 
to occur also in human beings with hemorrhagic 
diseases characterized by a pronounced numerical 
deficiency in the blood platelets. 

On the basis of these observations, the slow intra- 
venous injection of sodium citrate in large doses has 
been employed to arrest hemorrhages due to gastric 
ulcer, typhoid fever, pulmonary tuberculosis, and 
other bleeding conditions not accompanied by 
diminution or disease of the platelets. 

In hemorrhagic diseases, the use of sodium citrate 
is strictly contra-indicated. Samuet Kaun, M.D. 


Walterhoefer and Schramm: The Treatment of 
Pernicious Anemia by the Removal of Marrow 
from the Long Bones (Die Behandlung der perni- 
zioesen Anemie durch Entmarkung von Rohrkno- 
chen). Acta med. Scand., 1924, lx, 196. 


The remission frequently produced in pernicious 
anemia by the administration of arsenic is wel 
known; likewise the effect of blood transfusions. In 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


some cases splenectomy has proved of benefit, but 
the operation itself cannot be the cause. 

Assuming a relationship between the spleen and 
the disease, the authors set about to discover whether 
the same effect could be obtained by attacking 
another part of the haematopoietic system. They 
therefore removed bone marrow from the long bones 
since experimental investigations have yielded evi- 
dence of an influence exerted by the marrow on the 
spleen and there are indications that the spleen may 
act vicariously forthe bone marrow. Their technique 
was reported in full in r921. In this article slight 
modifications adopted since that time are described. 

The operation was at first considered indicated 
only for patients who did not respond to any internal 
therapeutic measures, but later the indications were 
somewhat increased. Originally a single medullary 
bone was selected, but later, when it was found how 
well the operation was borne, the marrow was 
sometimes removed from several bones at one time. 
Three cases are reported as examples of complete 
remission ascribed solely to the operation and three 
cases in which remissions were incomplete and of 
short duration but resort was had to transfusions, 
arsenic, or further marrow removal when the condi- 
tion became worse. Finally, two cases are described 
as examples of operation combined with the use of 
arsenic and transfusions; in both, a complete remis- 
sion occurred. y 

In two and a half years this operation was per- 
formed on twenty-three patients. After a two-year 
period of observation good results were found in 48 
per cent of the cases. It seems possible to rule out 
an accidental relationship between the remissions 
and the operation. 

From the outcome in cases refractory to medical 
treatment the authors conclude that removal of 
bone marrow has a definite indication and an impor- 
tant place in the treatment of pernicious anaemia. 
The results are the same in pernicious anemia as 
under normal conditions. Regeneration is extensive, 
completely filling the denuded zone. All grades of 
leucocytic and erythrocytic development are found. 
Accordingly there can be no question of an anatom- 
ical insufficiency of bone marrow in this disease. 
The investigators believe that the explanation of the 
benefit derived from the operation lies in the stimu- 
lation which is produced by the removal of the bone 
marrow and is increased by the subsequent regenera- 
tion. The article is summarized as follows: 

1. In pernicious anemia a remission may be 
produced by removal of the marrow of long bones. 

2. Removal of bone marrow is indicated if medical 

treatment causes no improvement in the clinical 
Picture or effects only an incomplete remission. 
_ 3. Since the ability of the organism to react to 
internal medication is regained as the result of the 
operation, the effect of the operation may be in- 
creased by the systematic combination of marrow 
removal and the previously ineffective measures. 

4. In pernicious anemia removal of a part of the 
marrow from a long bone is followed by regeneration 
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in which both the blood-forming elements and the 
connective tissue take part. The cellular marrow is 
formed from all of the bone marrow elements of 
leucocytes and from all developmental stages of 
erythrocytes. 

5. There is no anatomical insufficiency of the 
bone marrow in pernicious anemia. 

6. The influence of the operation on the clinical 
picture of pernicious anemia consists in a stimula- 
tion and the maintenance of this stimulation by 
regeneration. WALTER H. Napier, M.D. 


Lewisohn, R.: Citrate Method of Blood Transfusion 
After Ten Years. Boston M. & S.J., 1924, cxc, 733. 


The only true direct transfusion of blood is 
accomplished by vessel anastomosis by direct suture 
or by means of a cannula which brings the intima of 
the donor’s vessel in direct apposition with the in- 
tima of the recipient’s vessel. This method was the 
procedure of choice until about twelve years ago. 
Since then, it has been supplanted by other methods 
because of its very difficult technique, the fact that 
the donor’s vessel must be exposed and cut, and the 
impossibility of determining exactly the amount of 
blood transfused. 

The indirect methods of transfusion are the follow- 
ing: (1) cannula method (Bernheim); (2) syringe- 
cannula method (Lindeman); (3) paraffinized glass 
cylinders (Kimpton and Brown, Vincent, Percy); 
(4) stop-cock methods (Unger, Miller, Bernheim); 
(5) citrate method. 

In the syringe-cannula method an 8-cm. cannula 
coated with paraffin is interposed between the 
vessels. 

The syringe-cannula method represents the first 
step toward simplification of the technique of trans- 
fusion, but is little used at present as it requires a 
well-trained staff of at least three persons. 

The paraffinized glass cylinder method, devised 
by Kimpton and Brown and modified by Vincent, is 
a good method in the hands of experts. The proper 
coating of the cylinders requires considerable skill. * 

The most popular of the stop-cock methods was 
devised by Unger. The chief objection to it is that 
the donor and recipient must be brought close 
together. 

The author’s experience is based entirely on the 
citrate method which he believes is the simplest of 
all. 

As far back as sixty years ago attempts were 
made to find an innocuous anticoagulant. At that 
time sodium phosphate and sodium bicarbonate 
were tested, but when they were given in doses 
sufficient to prevent coagulation they were toxic. 
For the same reason, the use of hirudin, which was 
tried by the author, was abandoned. 

Animal experiments with sodium citrate showed 
that a 0.15 per cent mixture with the blood is suffi- 
cient to prevent coagulation and is entirely harmless. 

The technique of blood transfusion by the citrate 
method is simple. Only one step in the procedure 
requires a certain amount of skill, namely, the proper 
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insertion of a good-sized cannula into the vein of the 
donor. The proper execution of a citrate transfusion 
depends on rapid flow of the donor’s blood into the 
glass jar containing the citrate solution. If the 
blood and citrate solution mix rapidly, no clots— 
not even minute ones—will form. 

The extreme simplicity of the citrate method has 
one inherent danger. It was formerly thought that 
anyone who had performed a phlebotomy or who 
had given an intravenous saline infusion could trans- 
fuse citrated blood successfully. Therefore in many 
hospitals citrate transfusions were turned over to 
inexperienced men whereas the other much more 
complicated indirect methods were always used by 
experts. As a result, a number of clinics reported 
many more chills following the use of the citrate 
method than following the use of the other indirect 
methods. When, at the Mt. Sinai Hospital, New 
York, the transfusions were taken out of the hands 
of inexperienced men, the incidence of chills was 
reduced from 34 to 8 per cent in the use of the 
Unger method and from 23 to 13 per cent in the 
use of the citrate method. 

The slightly higher incidence of chills following 
the citrate method as compared with the Unger 
method is probably due to chilling of the blood dur- 
ing the transfer from the donor to the recipient, but 
this difference is outweighed by the greater simpli- 
city of the citrate method. It is evident that the 
sodium citrate itself is not responsible since, in a 
large series of cases, Neuhof and Hirschfeld injected 
from 6 to 8 gm. of sodium citrate intravenously (a 
dose more than five times that used in the average 
citrate transfusion) without causing chills in a single 
instance. 

It is not advisable to sterilize the glassware and 
tubing immediately before the transfusion is given as 
heat causes coagulative changes in the blood with 
subsequent chilling. 

In the author’s opinion, the deaths attributed to 
citrate transfusion are due undoubtedly to faulty 
technique, wrong indications, or errors in the tests 
for hemolysis and agglutination rather than to the 
citrate. 

Unger claims that citrated plasma has anticom- 
plementary power and that sodium citrate increases 
the fragility of the red blood cells and decreases the 
phagocytic power of the white cells. If this were 
true, the citrate method would be contra-indicated 
in a large number of conditions in which it has given 
excellent results. In recent investigations, Mellon, 
Hastings, and Casey found an anticomplementary 
power in citrated plasma, but no deleterious effect 
exerted by the sodium citrate on either the red or 
the white cells. 

The best proof of the harmlessness of citrated 
blood is its beneficial use in melena neonatorum. 
The author has injected between 80 and 100 c. cm. 
of citrated blood in more than a dozen cases without 
causing any untoward symptom. 

A citrate transfusion in the newborn infant illus- 
trates also the great advantages of the method from 
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the point of view of technique. It is not necessary 
to resort to the longitudinal sinus, a rather danger- 
ous approach, nor to expose the external jugular 
vein, a procedure which leaves a disfiguring scar, 
Lewisohn has never experienced any difficulty in 
inserting a fine cannula into the median cephalic 
vein and he has never seen clotting occur in the 
cannula. The other methods are all based on rapid 
injection of the blood before coagulation occurs, 
Therefore they cannot use the median cephalic 
vein. 
In cases at the Mt. Sinai Hospital in which the 
stop-cock method was used after the citrate method 
had failed to effect a cure, the results of the injection 
of uncitrated blood were no better than those of the 
citrate method. The failure to obtain a good clinical 
effect was therefore due to the underlying disease 
rather than the method of transfusion. 

One of the most interesting phases of the chemical 
action of sodium citrate on the blood is the shorten- 
ing of the coagulation time. It might be assumed 
that following the injection of an anticoagulant into 
the blood stream, the coagulation time would in- 
crease, but on the contrary it is markedly shortened. 
This shortening is transitory, the coagulation time 
returning to normal in a few hours. Neuhof and 
Hirschfeld have attempted to use sodium citrate as 
a hemostatic by injecting from 6 to 8 gm. intra- 
venously, but the results do not seem very encour- 
aging. Doses of this size are toxic unless they are in- 
jected very slowly. The shortening of the coagula- 
tion time is based on the action of the sodium citrate 
on the blood platelets. The latter show an immediate 
diminution due to the withdrawal from the systemic 
circulation of 85 per cent of their number. After 
having been in contact with the sodium citrate they 
are suddenly and rapidly removed from the circula- 
tion, probably by the spleen, and then destroyed. 
Their destruction is followed by a discharge into the 
blood of their contents, the thromboplastic sub- 
stance cytozyme, ‘with the resultant shortening of 
the coagulation time. Simultaneously fresh blood 
platelets are mobilized. 

In spite of the contention of Rosenthal and Baehr 
that the intravenous injection of sodium citrate is 
contra-indicated in hemorrhagic diseases, the author 
and others have given many transfusions by the 
citrate method in purpura and hemophilia with 
constantly good results. 

With regard to the selection of donors the author 
calls attention to the fact. that a recipient may 
change his blood group after a transfusion and that 
therefore he should be tested again before a second 
transfusion is given. 

In acute leukemia, acute sepsis, and inoperable 
cancer, blood transfusion is useless and not without 
danger. 

In conclusion the author summarizes the results 
of 365 transfusions given in 269 cases. Seventy-four 
of the patients were cured, forty-four were benefited, 
eight were not benefited, five cannot be traced, and 
138 are dead. Wituram A. Henpricks, M.D. 
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SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


LYMPH VESSELS AND GLANDS 


Pfahler, G. E., and O’Boyle, C. P.: A Case of Hodg- 
kin’s Disease with Late Development of 
Sacro-Iliac Disease Cured by Roentgen Treat- 
ment. Am. J. Roentgenol., 1924, xi, 406. 


The patient was a girl 16 years of age who was 
admitted to the hospital December 9, 1920, with 
swelling of the glands of the right side of the neck. 
This swelling had been present for a year. Under 
treatment with local applications, it disappeared, 
but in July, 1920, it re-appeared and gradually in- 
creased. The glands of the left side of the neck and 
those of both axilla also became enlarged. The 
glands were not painful, and there were no subjective 
symptoms. 

The patient was somewhat anemic and emaciated. 
Physical examination revealed extensive lymphatic 
tumors consisting of isolated glands of uniform con- 
sistency which formed a mass about the size of a fist 
on the right side of the neck and smaller tumors in 
the axille. No glands were palpable in the abdomen 
or groins. Menstruation had not occurred for seven 
months. The sputum was negative for tubercle 
bacilli. The nose, throat, and tonsils were normal. 

Roentgen examination showed a large mediastinal 
tumor mass nearly as large as the patient’s head. 
The shadow was continuous with the cardiac shadow, 
and the two occupied about one-half of the chest 
cavity. The outline was smooth and sharply defined. 
There was no evidence of pulsation. The lungs were 
clear and the heart shadow was normal. 

The Wassermann test was negative. The blood 
count was 3,430,000 red cells, 14,200 white cells, 71 
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per cent polymorphonuclears, 5 per cent transi- 
tionals, 22 per cent lymphocytes, and 2 per cent 
eosinophiles. The hemoglobin was 65 per cent. A 
section of the cervical glands showed Hodgkin’s 
disease. 

The treatment consisted in the application of the 
roentgen rays over the area affected. Within a 
period of eighteen months five applications were 
made over each field. 

Progressive reduction of the tumor tissue and 
improvement in the general health resulted. The 
patient’s weight and strength increased and her 
color improved. Menstruation occurred in April, 
1921. Eleven months after the beginning of treat- 
ment there was no palpable evidence of the disease. 
The tumor tissue in the mediastinum had been re- 
duced two-thirds. Eleven months later the patient 
seemed well although there was still slight evidence 
of the disease in the upper mediastinum. 

She remained apparently well for one year, but at the 
end of that time returned because of a tumor which 
had appeared over the left hip posterior to the great 
trochanter. This growth was about the size of a 
small banana. Its hardness suggested bone. X-ray 
examination showed that there was no bone disease. 
The tumor density was that of soft tissue. In the 
upper portion of the left sacro-iliac joint was an 
area of destruction about ™% in. in diameter. No 
palpable lymph glands were found. 

On June 15, 1923, a dose of roentgen rays similar 
to the doses given previously was administered. 
Examination on August 9, showed that the tumor 
had entirely disappeared and that the bone had 
become healed. Ciayton F. Anprews, M.D. 
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PHYSICOCHEMICAL METHODS IN SURGERY 


ROENTGENOLOGY 


Werner, R.: The Treatment of Surgical Carcinoma 
and Sarcoma with Radio-Active Substances 
(Ueber die Behandlung chirurgischer Carcinome 
und Sarkome mit radioaktiven Substanzen). Strahl- 
entherapie, 1923, XV, 732. 

Werner discusses the methods of employing radio- 
active substances in the treatment of malignant 
tumors on the basis of his own experience and that 
of others reported in the literature. Extratumoral 
irradiation is given through the skin and by the in- 
troduction of radio-active substances into the body 
cavities, while intratumoral irradiation is adminis- 
tered by means of metal needles containing radium 
or mesothorium or of glass capillaries containing 
emanations. 

In external irradiation the relationship of the 
dosage to the skin erythema dose and the deter- 
mination of the depth quotients are best arrived at, 
as in the case of the roentgen ray, by taking into 
consideration the isodose surfaces. In intratumoral 
irradiation the most practical unit of dosage is the 
relation of the strength of the rays per centimeter of 
length of the radiating bodies and per cubic centi- 
meter of the irradiated tumor tissue. In intratumor- 
al application the beta rays also are active. 

The question as to whether radiotherapy may 
cause a rapid increase in the growth of a tumor is 
answered by Werner in the affirmative; he has ob- 
served this on a number of occasions. 

After frequently repeated radium treatments with 
doses which are not in themselves large enough to 
cause a strong reaction late injuries may appear, 
chiefly in the form of vascular changes but also in 
that of atrophy of connective tissue. 

In the second part of the article the author dis- 
cusses the technique and results of the treatment of 
malignant tumors in various locations. In sarcomata 
of the vault of the cranium a considerable number of 
lasting cures have been obtained by extratumoral 
radium treatment. Tumors of the pituitary body 
and retrobulbar gliomata or gliomsarcomata have 
also frequently disappeared following the external 
application of radium. Mixed tumors of the parotid 
gland react well in their sarcomatous portions, but 
as most of them contain refractory tissue also, their 
apparently complete disappearance does not guar- 
antee against recurrence. Radium therapy is of 
particular value in malignant goiter consisting of 
circumscribed tumor nodules. In diffuse involve- 
ment of the thyroid, roentgen-ray treatment is in- 
dicated; at any rate radiation is to be preferred to 
operation. In cases of tumor of the buccal cavity, 
pharynx, and larynx the results are usually not good. 
In branchiogenous carcinomata radium treatment 
has shown some very remarkable results. Recently, 


attempts have been made to improve the results in 
malignant tumors of the prostate and of the rectum 
by the use of radium needles. 

In carcinoma of the cesophagus an entirely suc. 
cessful outcome is seldom obtained, even with the 
greatest skill and care. 

For postoperative treatment, the roentgen ray is 
usually preferable to radium on technical grounds. 
Treatment before operation is permissible only if 
medium doses (one-half to two-thirds the skin- 
erythema dose) which do not disturb the course of 
healing are employed. 

The classical field for radium” treatment is epi- 
thelioma of the skin and carcinoma of the lip. 

In conclusion the author states that in treatment 
with radio-active substances the endeavor is being 
made to suit the technique to the particular kind of 
tumor and the requirements of its anatomical situa- 
tion and biological peculiarities, but that, in spite of 
this, a true cure or great improvement has been ob- 
tained thus far in only a small percentage of car- 
cinomata and sarcomata. In the estimation of 
dosage it is better to give too small than too large 
doses. If a small dose—one-half to two-thirds the 
skin-erythema dose—does not have the desired effect 
it is always possible to follow it by intensive treat- 
ment three or four weeks later. 

Von HoFrMany (Z). 


Holfelder, H. Concerning the Limits of Deep 
X-Ray Therapy and Operation in the Treat- 
— of Malignant Growths. J. Cancer, 1924, 
ii, 61. 

At the clinic of Schmieden at Frankfort, where 
the author is superintending radiologist, an operable 
cancer is operated upon as soon as possible, but a 
class of cancers is recognized in which, because of 
the formidable mutilation, the high mortality, and 
the small chance of cure associated with surgical 
treatment, the indication for operation is no longer 
unconditional. In the latter, X-ray treatment can 
do at least as much as surgery and frequently more. 

Steinthal’s classification is used in the grouping of 
carcinomata of the breast. Cancers in Stages 1 and 
2 should be treated surgically as early as possible. 
Cancer beyond Stage 2 should be given X-ray 
therapy. In the employment of prophylactic post- 
operative X-ray treatment in Stage 2, the results in 
the Schmieden Clinic agree with those of the An- 
schutz Clinic, but are at variance with those ob- 
tained by Perthes’ Clinic. At Perthes’ Clinic the 
percentage of cures, calculated on the basis of all 
cases, was reduced by postoperative radiation from 
42 to 26 per cent, while at the Schmieden and the 
Anschutz Clinics, it was increased from 46 to 66 per 
cent 
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PHYSICOCHEMICAL METHODS IN SURGERY 


In cancer of the lip, a three-year cure is obtained 
by surgery in 80 per cent of the cases and by X-ray 
treatment in 70 per cent. In cancer of the tongue, 
irradiation competes successfully with surgery, but 
the prognosis is relatively unfavorable. Cancers of 
the larynx seem to react favorably, but because of 
the lack of sufficiently long periods of observation it 
is still impossible to give a clear indication. Cancer 
of the cesophagus must be considered inoperable; 
X-ray treatment offers palliation, but permanent 
cures have not yet been proved. Neither is it possi- 
ble now to give a clear indication for X-ray treat- 
ment of cancer of the stomach. 

In cancer of the thyroid the results of X-ray treat- 
ment are so favorable that surgery should be con- 
fined to the test excision. In cancer of the rectum, 
X-ray treatment will often render inoperable cases 
operable. Whenever possible, cancer of the rectum 
should be operated upon. The Schmieden Clinic has 
obtained a three-year cure in 27.5 per cent of the 
cases by means of preliminary radiation followed six 
weeks later by operation and by prophylactic radia- 
tion eight weeks after operation. 

Only 8 3 per cent of all patients with inoperable 
cancers in various regions of the body were free from 
recurrence at the end of three years. The number 
temporarily benefited was large, and to one-half of 
them the capacity for work was restored for more 
than one year. 

The chances of effecting a cure by radiation are 
much better in sarcomata than in carcinomata. 
About so per cent of the mediastinal tumors, es- 
pecially sarcoma of the Cundrad type, can be com- 
pletely and permanently cured. In cases of sarcoma 
of bone, a three-year cure is obtained in 43 per cent 
in which the tumor is not molested surgically. When 
biopsy is done, the percentage drops to 1.4. In 
sarcoma the results of radiation surpass those of 
surgery. H. Heacock, M.D. 


Sippel, P., and Jaeckel, G.: Causes of Failure in 
’ the Roentgen Treatment of Malignant Tumors 
(Ueber die Ursachen der Misserfolge der Roent- 
gentherapie bei malignen Neubildungen). Muenchen. 
med. Wcehnschr., 1923, \xx, 1191. 


The authors review the results obtained by roent- 
gen treatment in cases of malignant neoplasms of the 
female genitalia and other malignant growths at 
Bumm’s clinic in a period of eleven years. The 
original high hopes have not been realized; optimism 
has had to give place to great disillusion. 

Except in cases of postoperative prophylactic ir- 
radiation, the results have been very disappointing. 
This was due, on the one hand, to overestimation of 
the deep effects of the radiation, errors in dosage, and 
overestimation of the roentgen sensitivity of malig- 
nant tumors. Among the physical causes of failure 
the most important was the difference in the output 
of rays from Coolidge tubes of the same system on 
the same day and under the same conditions, the 
erythema dose being reached in eighty-three, eighty- 

ve, eighty-nine, and one hundred and twenty-two 


337 


minutes. In addition, the registering of the milli- 
amperemeter was sometimes inaccurate because of 
deposits due to the moisture in the atmosphere and 
the isolating power of the glass wall. Deviations of 
60 per cent from the normal were observed. These 
were downward when the current was strong and up- 
ward when it was weak. Errors were due also to the 
fact that the resistance regulator of the kilovoltmeter 
became heated after several hours of use so that the 
kilovoltmeter registered a tension too low and an 
overdose amounting to 50 per cent was given unless 
there was a safety spark gap in the tube. The 
spectrometer of March, Staunig, and Fritz (the old 
model with a scale is meant) was found unsuited for 
practical work because the error it made in the 
measurement of dosage ran as high as 30 per cent. 

In determining the doses for deep radiation the 
authors first took Dessauer’s statements as their 
guide, but later when they tested these with the 
iontoquantimeter of Reiniger, Gebbert, and Schall, 
they found that in Dessauer’s tables the deep action 
was greatly overestimated. This accords with the 
findings at the Friedrich and Glocker Institutes. 
The reason for the error was that Dessauer worked 
with films superimposed upon each other and the 
films that lay underneath received too much light 
from the secondary radiation of the silver bromide 
on those that were on top. Therefore, in the center 
of the irradiated field the dose was too small, and 
could be brought up to the amount necessary without 
placing too great a strain upon the skin only by add- 
ing direct irradiation of the tumor with radium or 
the roentgen rays by way of the vagina. According- 
ly, the authors obtained better results from com- 
bined radium and roentgen treatment than from the 
large roentgen field alone. 

The chief cause of failure, however, lay in the 
biological reaction of the tumor. Some tumors are 
very sensitive, reacting to one-half or two-thirds the 
erythema dose. Others of medium sensitivity react 
to one erythema dose. Others of still less sensitivity 
can be influenced by no less than one and one-half or 
more of the erythema dose. Still others are wholly 
refractory to the rays. 

The malignant lymphomata and strumata, and 
certain forms of sarcoma belong to the first group, 
but from 60 to 70 per cent of all malignant tumors 
belong to the third or fourth group, and only from 10 
to 20 per cent to the second group. Carcinoma of 
the cervix is particularly resistant. The most difficult 
to influence are bone, giant-cell, and melano- 
sarcomata, sarcoma of the cervical or uterine mucous 
membrane, carcinoma of the tongue, and cornifying 
squamous-cel] carcinoma of the outer skin. 

The results in all cases were subjected to the most 
careful study by microscopic examination of tissue 
excised for that purpose. In sarcoma as well as in 
carcinoma the diagnosis can be made only with the 
help of the microscope. The Seitz and Wintz sign, a 
rapid decrease in the size of the tumor after exposure 
to the X-ray, is not to be depended upon since 
myomata also frequently undergo very rapid shrink- 
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age. The danger of recurrence and metastasis re- 
mains even when the reaction is prompt. Indeed, 
the authors frequently received the impression that 
metastatic spread was favored by local disappear- 
ance of the tumor—in carcinoma of the breast, for 
example. 

When distant metastases are already present, 
roentgen-ray treatment is of no avail. Small 
carcinomatous cell complexes are more easily in- 
fluenced by the roentgen rays than are solid tumors, 
as is evident in the disappearance of the peritoneal 
disseminations of a carcinoma of the ovary with 
persistence of the primary tumor. 

With regard to the results obtained by post- 
operative roentgen-ray treatment the authors state 
that from October 1, r910, to May, 1918, 289 radical 
operations were performed for carcinoma of the 
cervix with a mortality of 13 per cent. Of the 251 
surviving patients, 108 received radiotherapy (usual- 
ly roentgen rays combined with radium), and of 
these, fifty-eight (53.7 per cent) are alive today and 
free from recurrence. Of the 143 who did not receive 
radiotherapy, fifty-one (35.6 per cent) are still living. 
Therefore postoperative radiotherapy raised the in- 
cidence of cure to 18.1 per cent. This was true also 
in carcinoma of the ovary. 

The patient’s general condition, age, and state of 
nutrition are important factors in the success of 
roentgen-ray treatment. In this connection the 
authors call attention to the fact that the decrease 
in the leucocytes after treatment markedly lowers 
the general] resistance. Carcinoma of the cervix ac- 
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companied by septic ichorous suppuration aid fever 
is not suitable for roentgen-ray treatment. 

Experiments made to test the observations of 
Grebe and Martius as to the greater effect of soft 
rays showed no difference in the permanent ef ect of 
rays of different degrees of hardness. All other at- 
tempts to stimulate the carcinomatous growth—the 
parenteral administration of protein, bricf exposure 
of the entire body to the rays, stimulating irradiation 
of glands of internal secretion, Alpine sun treatment, 
blood transfusions, etc.—had no effect. 

In systematic histologica! studies made to deter. 
mine whether the sensitivity of the tumors to the 
roentgen ray depends to any degree upon their 
structural differences (degree of maturity, fat con- 
tent, etc.), Meyer found no basis for such a belief. 

Direct irradiation with radium influences tumors 
more favorably than indirect deep radiation, but un- 
fortunately small vaginal roentgen tubes have not 
yet been constructed successfully. For the present, 
therefore, a combination of roentgen-ray and ra- 
dium treatment must be used. 

Since the statistics of operation followed by pro- 
phylactic radiotherapy show 53.7 per cent of cures 
in 108 cases at the end of five years while of an equal 
number of operable cases which were treated con- 
servatively by combined roentgen-ray and radium 
treatment only twenty-six (24 per cent) were cured, 
Bumm’s clinic has returned to the principle that in 
cases of operable carcinoma the treatment should be 
operation followed by prophylactic radiotherapy. 

Uter (Z). 
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MISCELLANEOUS 


CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Meyer, A. W., and Cajori, F. A.: An Anatomical 
and Chemical Report on a Unique Case of 
Myeloma. Arch. Int. Med., 1924, xxxiii, 581. 


The authors believe that the formation of mul- 
tiple myelomata is associated with an unusual con- 
dition of mineral metabolism due to extensive lesions 
in the osseous tissues. They give the calcium and 
phosphoric acid content of the tissues in a table. 
Their findings and the results of balance experiments 
made in cases of multiple myelomata make it seem 
probable that the calcium liberated in the destruc- 
tion of bone tissue is rapidly and in large part 
excreted, only relatively small amounts being de- 
posited in other parts of the body. 

Emit C. RositsHek, M.D. 


Bloodgood, J. C.: Xanthomata: Introduction. 
Arch. Surg., 1924, viii, 882. 

Garrett, C. A.: Tumors of the Xanthoma Type. 
Arch. Surg., 1924, viii, 890. 

Smith, D. T.: A Method for Making a Differential 
Diagnosis Between Xanthomatous and Me- 
lanin Tumors from Frozen Sections, Based on 
a Study of 130 Xanthomatous Tumors and 200 
Melanin Tumors. Arch. Surg., 1924, viii, 908. 


BLoopcoop, by way of introduction to the two 
following articles on xanthomatous tumors, re- 
views the entire group of tumors of the soft parts, 
benign and malignant, considering epidermal, sub- 
epidermal, and subcutaneous groups, tendon sheath 
tumors, and tumors of burse. The epidermal, sub- 
epidermal, and subcutaneous nodules are almost 
always benign at the onset, and frequently remain 
benign for many years. By proper treatment it is 
nearly always possible to cure them completely; 
death in such cases is due to delay of intervention 
or inadequate excision. All such tumors, if removed 
at all, should be completely excised with a good 
margin of skin and subcutaneous tissue. Failure to 
do this carries a definite danger and is responsible 
for most failures of treatment. If proper excision is 
impossible without extensive mutilation and a defi- 
nite diagnosis of malignancy cannot be established 
even with aid of frozen sections, no operative inter- 
vention whatever should be attempted. Tendon- 
sheath tumors, particularly those occurring below 
the wrists or ankles, and tumors of bursz are usually 
benign and rarely necessitate amputation. 

GARRETT studied 196 cases of tumors, not all 
xanthomata but all so closely related that they be- 
longed to a common group, differing from other 
types of benign tumors and from sarcomata. They 
included fibroheamangiomata, granulation tissue 


tumors, and tumors of tendon sheaths, joints, and 
burse. Of seventy-six fibrohemangiomata, nineteen 
were microscopically typical of xanthoma, though 
grossly and clinically they did not differ from the 
others. They were made up of fibrous tissue with 
masses of “foam” cells, large foreign-body giant 
cells, proliferating endothelial cells, and blood pig- 
ment. The foam cells are uniformly vacuolated cells 
which are supposed to be characteristic of xantho- 
mata. They are found, however, in 50 per cent or 
fewer of the cases and appear also in a number of 
other conditions. Fibromata of the tendon sheaths 
present a typical picture, and are strikingly similar 
microscopically, but grossly 40 per cent of them 
appear xanthomatous. The granulation tissue 
tumors were a confusing, heterogeneous group. One 
was called a xanthoma. All were benign and were 
cured by local excision. Of the bursal tumors, none 
was xanthomatous, but xanthoma occurred in four 
of eleven cases of joint tumors. All of the cases in 
this series were cured by local excision. Fifteen per 
cent of the tendon-sheath tumors recurred but the 
patients remained well after a second operation. 

SMITH calls attention to the following differences 
between true melanin and the blood pigments found 
in xanthomatous tumors: 

Melanin pigment is endogenous in origin. The 
granules are individual discrete bodies of uniform 
size, shape, and color, regularly distributed through- 
out the cytoplasm and smaller than the granules of 
blood pigment. They do not give the iron reaction. 
The granules of xanthomata are hematogenous in 
origin, give the iron reaction, and incite a foreign 
body reaction within the cell, i.e., the granules be- 
come clumped together into irregular masses of 
different sizes and vacuoles form about each mass. 

L. M. ZIMMERMAN, M.D. 


Meyer, W.: Some Notes on Cancer, with Special 
Reference to the Parasitic Theory. J. Cancer 
Research, 1924, viii, 45. 

It seems to be universally accepted that the can- 
cer cell was at one time a normal cell of the tissue 
from which the cancer arises. Between the condition 
of normal tissue cell and that of true cancer there is 
a precancer state. 

Cancer is today produced at will. The methods 
employed involve the use of: (1) chemicals, (2) the 
X-ray, (3) mechanical factors, and (4) parasites. If 
coal tar is brushed for months over the ears of 
rabbits or the backs of mice, benign growths appear. 
If the irritation is continued, malignancy eventually 
develops. It has long been known that the X-ray 
may cause cancer. As the proper dosage has been 
discovered, the X-ray may now be controlled so that 
cancer may be produced or prevented at will. 
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Rats have been caused to develop cancer by feed- 
ing them oats and barley, the bristles of which 
penetrate their tongues. The largest number of 
artificial tumors were produced by Bullock and 
Curtis who fed rats with cat excrement containing 
ova of cysticercus fasciolaris. More than 1,000 sar- 
comata of the liver have been thus produced. 

The theory that cancer is due to a parasitic or 

specific cause has been discredited by the laboratory 
production of cancer by various other means. No 
specific infecting agent is known which is so indif- 
ferent to the character of its host that it is capable 
of infecting all vertebrates in all climates. 
_ Investigation of “cancer boats” on the shores of 
the Baltic and in Siberia revealed that the fishermen 
ate raw fish infested with the larvae of trematodes, 
helminths, which have a predilection for the gall 
bladder. In many of these fishermen who died of 
cancer, thousands of these worms with their larve 
were found in the liver and bile ducts where they 
had produced inflammation preceded by cirrhosis of 
the liver. Moran, the pioneer investigator, found 
that when bedbugs were transferred from the cages 
of cancerous mice to those of healthy mice, a large 
number of the latter develped cancer. Rodents of 
all kinds are infested with helminths, cestodes, and 
nematodes. Bedbugs, flees, and lice feed upon these 
animals and absorb with the blood the larve of 
helminths. Later, the insect, through its suction 
tube, infests a new victim with the previously ab- 
sorbed larve. 

The theory that parasites of various kinds may be 
causes of cancer was strengthened by a study of the 
high incidence of cancer in Berlin. The sewage of 
that city is disposed of by a system of pipes which 
carry it to deep caissons whence it is pumped to 
distant tanks and used in the irrigation of extensive 
truck farms. Proved high cancer incidence and 
proved consumption of lettuce, radishes, onions, 
celery, eaten raw and coming from fields fertilized 
with human excrement are there associated. 

From investigations of other cancer districts the 
conclusion was drawn that the “cancer house,” 
“cancer street,’ ‘cancer boat,” and ‘cancer 
region” are myths as far as the contagiousness of 
cancer is concerned, but in these districts and houses 
and boats certain parasites may abound which gain 
entrance to the human body and produce prolonged 
and continued irritation leading to cancer. 

Laborers employed in certain steps of the manu- 
facture of anilin are apt to acquire catarrh of 
the bladder. If they are taken off this work upon 
the onset of the condition, the symptoms recede, but 
if they continue at that work a chronic catarrhal 
condition of the bladder develops and a certain per- 
centage develop malignancy. It therefore seems 
apparent that chronic inflammation from any source 
is sufficient to produce malignancy. 

Toward the end of the last century many investi- 
gators concluded that the cancer cell itself is an 
immigrant parasite. This contention was based on 
the following observations: 


1. Cancer cells form no tissue, but ordinarily lie 
disconnectedly and loosely side by side in the stroma 
and without physical connection with the stroma. 

2. Cancer cells perform no function in the system, 
but live upon it. When they appear to function, such 
functioning lasts only a short time. 

3. Cancer cells can be disseminated throughout 
the system like bacteria and act like parasites in that 
they form metastases which are like the primary 
growth. 

4. Cancer cells, like bacteria, are capable of 
producing thrombi in veins. 

This theory has been so shaken that after a half a 
century of searching in many directions science has 
returned to the starting point. Virchow’s theory 
that irritation is the cause of cancer remains domi- 
nant. 

The article is summarized as follows: 

1. It is generally agreed by competent investi- 
gators that spontaneous cancer cells descend from 
normal cells of the tissue in which the cancer arises. 

2. To the process of transformation of the cells 
from one state to the other, parasites, like numerous 
other non-specific factors—mechanical, thermal, 
actinic, chemical, endocrine, hereditary—stand in 
the relation of the match to the heat radiating from 
the fire which it has kindled, viz., inciting but 
incidental. 

3. Current experimental production of primary 
cancer by various non-specific means makes the 
search for the specific cancer agent appear no longer 
advisable and seems to prove that ordinarily irrita- 
tion is the starting point of developments tending in 
the direction of cancer. 

4. As nearly as anything can be certain in medi- 
cine, there is no cancer contagion, i.e., specific infec- 
tion. 

5. Observations seem to prove that cancer is in 
every instance an individual experience. 

6. More than one individual may receive a non- 
specific inciting factor from the same source, and 
then, independently, may or may not develop cancer. 

7. Around a source disseminating directly or in- 
directly through intermediate hosts, one or more 
non-specific inciting factors, ‘‘cancer houses,” 
“cancer towns,” “‘cancer districts’? may become 
established. 

8. In order to reduce the incidence of cancer such 
common sources must be sought out and abated. 
One such source seems to be the rat. 

9. Systematic rat extermination, already sug- 
gested for economic and hygienic reasons, appears 
advisable also from the point of view of reducing the 
number of cancer-inciting factors. 

10. Prophylactic anthelmintic treatment at fre- 
quent regular intervals throughout life, applied as 
broadly as vaccination against smallpox, might 
possibly cause a reduction in cancer incidence. Such 
a procedure would, of course, be of still greater value 
if, in addition, means could be found to reach and 
render harmless the larve in the various organs. 

Pavut W. Sweet, M.D. 
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Failure to Relieve a Strangulated Hernia. Morrell 
vs. Lalonde, 120 Atl., p. 435. 


These were two actions for negligence and mal- 
practice, one of which was brought by Mary L. 
Morrell, and the other by her husband, against 
Dr. Lalonde, a physician and surgeon. The cases 
were tried together and the trial resulted in a ver- 
dict for $13,416 for the wife and for $2,333 for the 
husband. 

The trial judge indicated that unless the parties 
would cut down -the awards to $8,500 and $1,500 
respectively he would grant a new trial. On this 
ruling they appealed to the Supreme Court of 
Rhode Island. 

Mrs. Morrell, at the time of the acts complained 
of, was 59 years old. Dr. Lalonde conducted a pri- 
vate hospital. For more than three years prior to 
April, 1920, Mrs. Morrell had been suffering from a 
hernia. Ultimately the hernia became strangulated. 
Dr. Lalonde had advised her that an operation was 
necessary and that delay was dangerous, but she 
failed to take any action until in April her condition 
became so critical that she was convinced that an 
operation offered the only chance of saving her life. 
On the following day she went to the hospital. The 


court said: ‘He made an unskillful opening into 
the abdomen and without attempting to do any- 
thing to relieve the obstructed bowel, after remov- 
ing an accumulation of pus, sewed up the wound, 
told the patient she was going to die and that he 
could do nothing more to help her.”” That evening 
Mrs. Morrell was removed to her home by her hus- 
band. With regard to whether the doctor remon- 
strated against her removal there is conflict in the 
evidence. On the third day after the operation and 
without medical attendance from her physician in 
the meantime she was removed to another hospital 
where a second operation was successfully per- 
formed. 

The court further said: ‘Although the patient 
had but a small chance of escaping death, the de- 
fendant, by failing to relieve the acute condition 
of strangulation and by making a useless and un- 
necessary incision into the abdomen, thereby dimin- 
ished the chance of his patient’s surviving. For 
this failure and his subsequent neglect the defen- 
dant is responsible to the plaintiff for such dam- 
ages as she proves she has suffered as a consequence 
thereof.” 

Thereupon the court ordered that the action of 
the trial court in cutting the awards to the amounts 
stated be approved. Wittiam E. Mooney. 
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